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Would  sleep  with 
fewer  nighttime 
awakenings 
benefit  your 
patients  with 
insomnia? 


Highly  predictable  results 
for  your  patients  with  trouble 
staying  asleep... 

. . . can  be  obtained  with  Dalmane 
(flurazepam  HC1).  As  shown 
below,  Dalmane  significantly 
reduces  nighttime  awakenings:1 4 


Average  Number  of  Nighttime  Awakenings1-4 

(Four  Geographically  Separated  Sleep  Research 
Laboratory  Clinical  Studies,  16  Subjects) 


8.31 

(Decreased  31.4%) 

5.7 

3 

placebo 

baseline 

nights 


7 

Dalmane 

(flurazepam  HCI) 
30  mg  nights 


And  for  those  with  trouble 
ailing  asleep  or  sleeping 
ong  enough... 

. . . Dalmane  (flurazepam  HC1) 

Iso  delivers  excellent  results. 
Clinically  proven  in  sleep  research 
pboratory  studies:  on  average, 
leep  within  17  minutes  that  lasts 
to  8 hours.5 

Dalmane  (flurazepam  HC1) 
s relatively  safe,  seldom 
auses  morning  “hang-over”. 

I ...  and  is  well  tolerated.  The 
lisual  adult  dosage  is  30  mg  h.s., 

>ut  with  elderly  and  debilitated 
tatients,  limit  the  initial  dose  to 
5 mg  to  preclude  oversedation, 
lizziness  or  ataxia.  Evaluation  of 
tossible  risks  is  advised  before 
describing. 

EFERENCES: 

. Karacan  I,  Williams  RL,  Smith  JR:  The 
leep  laboratory  in  the  investigation  of  sleep 
nd  sleep  disturbances.  Scientific  exhibit  at 
ie  124th  annual  meeting  of  the  American 
sychiatric  Association,  Washington  DC, 
lay  3-7,  1971 

. Frost  JD  Jr:  A system  for  automatically 
nalyzing  sleep.  Scientific  exhibit  at  the 
4th  annual  Clinical  Convention  of  the 
.merican  Medical  Association,  Boston, 
lov  29-Dec  2,  1970;  and  at  the  42nd  annual 
cientific  meeting  of  the  Aerospace  Medical 
issociation,  Houston,  Apr  26-29,  1971 
. Vogel  GW:  Data  on  file,  Medical  Depart  - 
■ lent,  Hoffmann-La  Roche  Inc. , Nutley  NJ 
. Dement  WC:  Data  on  file,  Medical  Depart  - 
nent,  Hoffmann-La  Roche  Inc.,  Nutley  NJ 
. Data  on  file,  Medical  Department, 
loffmann-La  Roche  Inc.,  Nutley  NJ 


lefore  prescribing  Dalmane  (flurazepam 
IC1),  please  consult  complete  product 
nformation,  a summary  of  which  follows: 
ndications:  Effective  in  all  types  of  insomnia 
haracterized  by  difficulty  in  falling  asleep, 
requent  nocturnal  awakenings  and/or  early 
norning  awakening;  in  patients  with  recurring 
nsomnia  or  poor  sleeping  habits;  and  in 
icute  or  chronic  medical  situations  requiring 
estful  sleep.  Since  insomnia  is  often  transient 
ind  intermittent,  prolonged  administration  is 
tenerally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
o flurazepam  HC1. 


Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eves,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HC1. 


Depend  on  highly 
predictable  results 
with 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

specifically  indicated 
for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  within  17  minutes,  on  average 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


The  Utah 

MEDEX 

Project 


THE  PROJECT 
THE  PERSON 


THE  TRAINING 


TRAINEES 


PRECEPTORS 


TO  APPLY 


The  Utah  MEDEX  Project  is  a program  accredited  to  train  primary 
care  physician's  assistants. 

The  graduate  Medex  performs  specified  medical  tasks  under  the- 
supervision  of  his  physician-employer.  He  may,  for  example,  take 
patient  histories  and  do  physical  examinations,  treat  emergencies, 
manage  common  illnesses,  and  provide  follow-up  care. 

The  Medex  receives  12  months  of  training:  4 to  5 months  at  the 
University  of  Utah  College  of  Medicine,  followed  by  a 7 to  8 month 
preceptorship  with  an  Intermountain  Region  physician.  The  Medex 
is  trained  for  the  needs  of  his  preceptor's  practice  and  is  employed 
there  when  his  training  is  complete.  Financial  assistance  is  available 
to  trainees. 

Applicants  must  have  a minimum  of  three  years  medical  training  and 
experience.  Examples  of  qualified  candidates  are  ex-U.S.  military 
medical  corpsman,  nurses,  and  medical  technicians  with  primary  care 
experience. 

Potential  physician-preceptors  should  be  delivering  primary  care  in 
communities  needing  additional  health  services.  The  physician 
should  be  willing  to  devote  time  to  teaching  the  Medex  during  his 
training  and  should  plan  to  employ  him  after  he  graduates. 

For  further  information  and/or  applications,  call  or  write: 

Utah  MEDEX  Project 

University  of  Utah  Medical  Center 

50  North  Medical  Drive,  Building  100,  Room  25 

Salt  Lake  City,  Utah  84132 

(801)  581-7764 
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the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

. . the  problem  of  bioinequiva- 
lency  in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


DRUG 

bioequivalence 
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“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.’’ 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

m The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription... 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


Inn. 


protecting  the 

integrity  of. 
your  prescription 


If  severe  contact  dermatitis 
does  not  respond 
to  conventional  therapy... 


Medrol  4mg  Dosepak... 

(methyl  prednisolone,  Upjohn) 
short-term,  tapered, 
corticosteroid  therapy 


Dosage  Directions 


To  remove  tablet,  press  from  this  side 


1st  d ay 


> J*  > 


Take  2 tablets  before  breakfast,  1 tablet  after  lunch  and  after  supper,  end  2 tablets  at  bedtime. 


2nd  day 


> J*  ‘V* 


Take  1 tablet  before  breakfast,  1 tablet  after  lunch  and  after  supper,  and  2 tablets  at  bedtime. 


3rd  day 


> > > 


Take  1 tablet  before  breakfast  and  1 tablet  after  lunch,  after  supper,  and  at  bedtime. 


4th  day 


Take  1 tablet  before  breakfast,  after  lunch,  and  at  bedtime. 


5th  day 


Take  1 tablet  before  breakfast  and  at  bedtime. 


•th  day 


Take  t tablet  before  breakfast 


Unless  otherwise  directed 
by  your  physician,  all  six  (6) 
at  bedtime.  tablets  in  the  row  labeled  1st 

day  should  be  taken  the  day  you 
receive  your  prescription,  even 
though  you  may  not  receive  it  until 
late  in  the  day.  All  six  (6)  tablets  may 
be  taken  immediately  as  a single  dose, 
ot  may  be  divided  into  two  or  three  doses 
and  taken  at  intervals  between  the  time  you 
receive  the  medicine  and  your  regular  bedtime. 
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The  explicit  printed  dosage  instructions  that 
accompany,  each  Dosepak  make  it  easy  for  the  patient 
to  understand  /~,r,d  {^ll^w  f(-,e  dosage  regimen. 


oison  ivy  and  other  severe  allergic  states 
tractable  to  adequate  trials  of  conventional 
-eatment  will  often  respond  to  a short, 

-itensive,  adjunctive  course  of  Medrol. 

tedro!  Dosepak  is  designed  to  provide  a tapered, 

x-day  course  of  methylprednisolone  tablets. 

)n  occasion,  a six-day  course  of  Medrol  therapy 
lay  not  be  sufficient  and  therapy  may  need 
d be  extended.  If  there  is  continued  contact 
nth  the  sensitizing  agent,  corticosteroids 
rill  not  completely  suppress  the  inflammatory 
?sponse.  A further  caution:  If  lesions  become 
ifected  during  Medrol  therapy,  it  should 
e remembered  that  steroids  may  decrease 
distance  to  infection  and  hinder  the  body's 
bility  to  localize  an  infection. 

EOROL  COMPRESSED  TABLETS— 2,  4 & 16  MG 
IETHYLPREDNISOLONE  TABLETS,  N.F.,  UPJOHN) 

ASCRIPTION  AND  ACTIONS:  Medrol  (methylprednisolone)  is  a synthetic  glucocor- 
oid  with  potent  anti-inflammatory  effects.  It  is  readily  absorbed  from  the  Gl  tract, 
jcocorticoids  cause  profound  and  varied  metabolic  effects  and  modify  the  body's  inl- 
ine responses  to  diverse  stimuli 

DICATIONS:  1 Endocrine  Disorders:  Primary  or  secondary  adrenocortical  insuf- 
lency  (hydrocortisone  or  cortisone  is  the  first  choice;  synthetic  analogs  may  be  used 
conjunction  with  mineralocorticoids  where  applicable:  in  infancy,  mineralocorticoid 
pplementation  is  of  particular  importance)  Congenital  adrenal  hyperplasia:  nonsup- 
rative  thyroiditis:  hypercalcemia  associated  with  cancer.  2 Rheumatic  Disorders:  As 
junctive  therapy  for  short-term  administration  (to  tide  the  patient  over  an  acute  epi- 
de  or  exacerbation)  in:  psoriatic  arthritis;  rheumatoid  arthritis  (selected  cases  may 
juire  low-dose  maintenance  therapy);  ankylosing  spondylitis;  acute  and  subacute 
rsitis;  acute  nonspecific  tenosynovitis;  acute  gouty  arthritis  3.  Collagen  Diseases: 
ring  an  exacerbation  or  as  maintenance  therapy  in  selected  cases  of— Systemic 
jus  erythematosus;  acute  rheumatic  carditis.  4.  Dermatologic  Diseases: 
mphigus;  bullous  dermatitis  herpetiformis;  severe  erythema  multiforme  (Stevens- 
hnson  syndrome);  exfoliative  dermatitis;  mycosis  fungoides;  severe  psoriasis  5 
lergic  Stales:  Control  of  severe  or  incapacitating  allergic  conditions  intractable  to 
equate  trials  of  conventional  treatment:  Seasonal  or  perennial  allergic  rhinitis,  bron- 
lal  asthma;  contact  dermatitis;  atopic  dermatitis;  serum  sickness.  6 Ophthalmic 
seases:  Severe  acute  and  chronic  allergic  and  inflammatory  processes  involving  the 
e and  its  adnexa  such  as— allergic  corneal  marginal  ulcers;  herpes  zoster  ophthal- 
cus;  anterior  segment  inflammation;  diffuse  posterior  uveitis  and  choroiditis;  sympa- 
:tic  ophthalmia,  allergic  conjunctivitis;  keratitis;  chorioretinitis;  optic  neuritis;  iritis 
d iridocyclitis.  7.  Respiratory  Diseases:  Symptomatic  sarcoidosis;  Loeffler's  syn- 
ame  not  manageable  by  other  means;  berylliosis;  fulminating  or  disseminated  pulmo- 
ry  tuberculosis  when  concurrently  accompanied  by  appropriate  antituberculous 
emotherapy  8 Hematologic  Disorders:  Idiopathic  and  secondary  thrombocytopenia 
adults;  acquired  (autoimmune)  hemolytic  anemia;  erythroblastopenia  (RBC  anemia); 
ngenital  (erythroid)  hyperplastic  anemia.  9 Neoplastic  Diseases:  For  palliative  man- 
ement  of:  leukemias  and  lymphomas  in  adults;  acute  leukemia  of  childhood.  10. 
ematous  States:  To  induce  a diuresis  or  remission  of  proteinuria  in  the  nephrotic 
ndrome,  without  uremia,  of  the  idiopathic  type  or  that  due  to  lupus  erythematosus 
Miscellaneous:  Tuberculous  meningitis  with  subarachnoid  block  or  impending 
ock  when  concurrently  accompanied  by  appropriate  antituberculous  chemotherapy, 
stemic  dermatomyositis  (polymyositis) . 

INTRAINDICATIONS:  Systemic  fungal  infections 

4RNINGS:  In  patients  on  corticosteroid  therapy  subjected  to  unusual  stress,  in- 
eased  dosage  of  rapidly  acting  corticosteroids  before,  during,  and  after  the  stressful 
uation  is  indicated. 

Corticosteroids  may  mask  some  signs  of  infection  and  new  infections  may  appear 
ring  their  use  There  may  also  be  decreased  resistance  and  inability  to  localize  infec- 
n.  Prolonged  use  may  enhance  the  establishment  of  secondary  ocular  infections  due 
fungi  or  viruses. 

Since  adequate  human  reproductive  studies  have  not  been  done,  the  use  in  preg- 
ncy,  nursing  mothers  or  women  of  childbearing  potential  requires  that  the  possible 
nefits  be  weighed  against  the  potential  hazards  to  the  mother  and  the  embryo  or 
us.  Infants  should  be  observed  for  signs  of  hypoadrenalism. 

Average  and  large  doses  of  hydrocortisone  or  cortisone  can  cause  elevation  of  blood 
essure,  salt  and  water  retention,  and  increased  excretion  of  potassium.  These  effects 
e less  likely  to  occur  with  the  synthetic  derivatives  except  when  used  in  large  doses, 
etary  salt  restriction  and  potassium  supplementation  may  be  necessary.  All  corticos- 
oids  increase  calcium  excretion. 

While  on  corticosteroid  therapy,  patients  should  not  be  vaccinated  against  small- 
x.  Other  immunization  procedures  should  not  be  undertaken  in  patients  who  are 
) corticosteroids,  especially  on  high  dose,  because  of  possible  hazards  of  neuro- 
gical  complications  and  a lack  of  antibody  response. 

The  use  of  corticosteroids  in  active  tuberculosis  should  be  restricted  to  those  cases 
fulminating  or  disseminated  tuberculosis  in  which  the  corticosteroid  is  used  for  the 
anagement  of  the  disease  in  conjunction  •with  an  appropriate  antituberculous  regi- 
en. 


If  corticosteroids  are  indicated  in  patients  with  latent  tuberculosis  or  tuberculin  reac- 
tivity, close  observation  is  necessary  as  reactivation  of  the  disease  may  occur.  During 
prolonged  corticosteroid  therapy,  these  patients  should  receive  chemoprophylaxis. 
PRECAUTIONS:  Hormone  therapy  is  an  adjunct  to,  and  not  a replacement  for,  conven- 
tional therapy. 

Dosage  should  be  individualized  according  to  the  severity  of  the  disease  and  the 
response  of  the  patient.  As  soon  as  a satisfactory  clinical  response  is  obtained,  the 
daily  dose  should  be  reduced,  either  to  termination  of  treatment  or  to  the  minimal  effec- 
tive maintenance  dose  level.  The  lowest  possible  dose  should  be  used  and  when  reduc- 
tion in  dosage  is  possible,  the  reduction  should  be  gradual  if  the  drug  has  been 
administered  for  more  than  a few  days.  If  a period  of  spontaneous  remission  occurs  in 
a chronic  condition,  treatment  should  be  discontinued. 

Drug-induced  secondary  adrenocortical  insufficiency  may  be  minimized  by  gradual 
reduction  of  dosage.  This  type  of  relative  insufficiency  may  persist  for  months  after  dis- 
continuation of  therapy;  therefore,  in  any  situation  of  stress  occurring  during  that 
period,  hormone  therapy  should  be  reinstituted  Since  mineralocorticoid  secretion  may 
be  impaired,  salt  and/or  a mineralocorticoid  should  be  administered  concurrently. 

There  is  an  enhanced  effect  of  corticosteroids  on  patients  with  hypothyroidism  and  in 
those  with  cirrhosis. 

Corticosteroids  should  be  used  cautiously  in  patients  with  ocular  herpes  simplex 
because  of  possible  corneal  perforation. 

Psychic  derangements  may  appear  or  existing  emotional  instability  or  psychotic  ten- 
dencies may  be  aggravated  by  corticosteroids. 

Aspirin  should  be  used  cautiously  in  conjunction  with  corticosteroids  in  hypo- 
prothrombinemia.. 

Steroids  should  be  used  with  caution  in  nonspecific  ulcerative  colitis,  if  there  is  a 
probability  of  impending  perforation,  abscess  or  other  pyogenic  infection;  diverticulitis; 
fresh  intestinal  anastomoses;  active  or  latent  peptic  ulcer;  renal  insufficiency;  hyperten- 
sion; osteoporosis;  and  myasthenia  gravis. 

Growth  and  development  of  infants  and  children  on  prolonged  corticosteroid  therapy 
should  be  carefully  observed. 

Blood  pressure,  body  weight,  routine  laboratory  studies,  including  2-hour  postpran- 
dial blood  glucose  and  serum  potassium,  and  a chest  X-ray  should  be  obtained  at  regu- 
lar intervals  during  prolonged  therapy.  Upper  Gl  X-rays  are  desirable  in  patients  with 
known  or  suspected  peptic  ulcer  disease. 

ADVERSE  REACTIONS:  Fluid  and  Electrolyte  Disturbances.  Sodium  retention;  fluid  re- 
tention; congestive  heart  failure  in  susceptible  patients;  potassium  loss,  hypokalemic 
alkalosis;  hypertension  Musculoskeletal.  Muscle  weakness;  steroid  myopathy;  loss  of 
muscle  mass;  osteoporosis;  vertebral  compression  fractures;  aseptic  necrosis  of 
femoral  and  humeral  heads;  pathologic  fracture  of  long  bones.  Gastrointestinal.  Peptic 
ulcer  with  possible  perforation  and  hemorrhage;  pancreatitis;  abdominal  distention;  ul- 
cerative esophagitis  Dermatologic.  Impaired  wound  healing;  thin  fragile  skin;  pe- 
techiae  and  ecchymoses;  facial  erythema;  increased  sweating.  May  suppress  reactions 
to  skin  tests.  Neurological.  Increased  intracranial  pressure  with  papilledema  (pseudo^ 
tumor  cerebri)  usually  after  treatment.  Convulsions;  vertigo;  headache.  Endocrine. 
Development  of  Cushingoid  state;  suppression  of  growth  in  children;  secondary  adren- 
ocortical and  pituitary  unresponsiveness,  particularly  in  times  of  stress,  as  in  trauma, 
surgery  or  illness,  menstrual  irregularities,  decreased  carbohydrate  tolerance;  manifes- 
tations of  latent  diabetes  mellitus;  increased  requirements  for  insulin  or  oral  hypoglyce- 
mic agents  in  diabetics  Ophthalmic.  Posterior  subcapsular  cataracts;  increased 
intraocular  pressure;  glaucoma;  exophthalmos.  Metabolic.  Negative  nitrogen  balance 
due  to  protein  catabolism 

DOSAGE  AND  ADMINISTRATION:  The  initial  dosage  may  vary  from  4 to  48  mg  per  day. 
Requirements  are  variable  and  must  be  individualized  on  the  basis  of  the  disease 
under  treatment  and  the  response  ot  the  patient.  The  proper  maintenance  dosage 
should  be  determined  by  decreasing  the  initial  dosage  in  small  decrements  at  appropri- 
ate time  intervals  until  the  lowest  dosage  which  will  maintain  an  adequate  clinical 
response  is  reached  If  after  long-term  therapy  the  drug  is  to  be  stopped,  it  is  recom- 
mended that  it  be  withdrawn  gradually  rather  than  abruptly. 

ALTERNATE-DAY  THERAPY  (ADT):  ADT  is  a corticosteroid  dosing  regimen  in  which 
twice  the  usual  daily  dose  of  corticoid  is  administered  every  other  morning.  The  pur- 
pose of  this  mode  of  therapy  is  to  provide  the  patient  requiring  long-term  phar- 
macologic dose  treatment  with  the  beneficial  effects  of  corticoids  while  minimizing 
certain  undesirable  effects  including  pituitary-adrenal  suppression,  the  Cushingoid 
state,  corticoid  withdrawal  symptoms,  and  growth  suppression  in  children. 

Medrol  (methylprednisolone)  or  other  short-acting  (producing  adrenocortical  sup- 
pression for  1 V4  to  IV2  days  following  a single  dose)  corticoids  are  recommended  for 
ADT.  Complete  control  of  symptoms  will  not  be  possible  in  all  patients.  When  consider- 
ing this  mode  of  therapy,  keep  in  mind  the  basic  principles  and  indications  for  cortico- 
steroid therapy.  The  benefits  of  ADT  should  not  encourage  the  indiscriminate  use  of 
steroids. 

SUPPLIED:  2 mg-in  bottles  of  30  and  100  scored  tablets;  4 mg-in  bottles  of  30, 100 
and  500  scored  tablets  and  in  21  scored  tablet  Dosepak'”  ; 16  mg— in  bottles  of  50 
scored  tablets  and  in  14  scored  tablet  ADT  Pak®  (formerly  Alternate  Daypak®). 

MED  B-8-S  (MAG) 

FOR  ADDITIONAL  PRODUCT  INFORMATION.  CONSULT  THE  PACKAGE  INSERT  OR 
SEE  YOUR  UPJOHN  REPRESENTATIVE.  J-3748  4 July,  1974 

Short-term,  ad  junctive, 
corticosteroid  therapy 

Medrol  4 mg  Dosepak' 

(methylprednisolone ) ®1974  The  Upjohn  Company 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liooraohy,  should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3 Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
Dublication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-g ray-brown) . which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  In  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  inlants.  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  totai  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia  neutropenia,  eosmophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults  - 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q i d for  a total  of  5 4 grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  - 3 to  6 mg/lb/day  divided  info  two  to  four  equally  spaced  doses 
Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding . 

In  patients  with  renal  impairment  (see  WARNINGS) , total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  tor  at  least  10  days 
SUPPLIED:  Rondomycin  (methacycline  HCI)  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  POR  information. 

Rev.  6/73 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomycin  sou 

[meUhacycline  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

jdies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


nvAnnF 

Jss  En  of  Dyrenium®  ( brand  of  triamterene) 

B HHv  and  25  mg.  of  hydrochlorothiazide. 

makes  sense 


t 


For  long-term  control  of  hypertension51 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  ‘Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  ( triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an' additive  hypotensive  effect.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  ( intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKhne  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  ( >5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide',  check  serum  potassium  fre- 


‘DYAZIDE’ 

Just  once  or  twice  daily  for  maintenance, 
tfoli’ochlorotliiaxide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


When  you 
call  our  computer, 
it  talks  back. 


That’s  right.  It  answers 
in  a clear,  human  voice.  And 
tells  you,  step  by  step,  exactly 
how  to  record  a customer 
account  transaction.  Repeats 
itself  to  assure  accuracy.  Then 
gives  you  a total  balance  for 
final  verification. 

It’s  all  push-button 
easy,  because  it’s  all  done 
by  touch-tone  telephone. 

All  you  do  is  call  in  on  a 
special  Valley  Bank  number. 
And  have  a nice  little  chat 
with  our  talking  Accounts 
Management  computer. 

Something  else.  Imme- 
diately upon  cut-off  each 
month,  all  the  paper  work  is 
handled  automatically.  Item- 
ized customer  statements 
stuffed,  mailed  out.  Dupli- 


cates, recaps,  reports  sent 
to  you  promptly. 

So  if  you  average  over 
100  customer  statements  a 
month,  get  acquainted  with 
our  talking  computer.  We’ll 
introduce  you.  Just  call  us. 
In  Phoenix:  261-1666.  In 
Tucson:  792-7370. 


A touch-tone  phone  puts  you  in  touch. 


We  go  out  of  our  way  for  you. 
Valley  National  Bank 


More  than  150  offices  throughout  Arizona 
Deposits  insured  to  $40,000  by  Federal  Deposit  Insurance  Corporation 


One  contains  aspirin. 
One  doesn’t. 


500341 


Darvocet-N  100 

100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 
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NERVE  FIBER  BUNDLE  DEFECTS 
IN  DEMYELINATING  DISEASE: 
PRELIMINARY  REPORT 

DAVID  C.  AGNEW,  M.D. 

LAURA  JORDAN,  R.  EEG.  T. 

Recent  literature  has  suggested  that  areas  of 
retinal  nerve  fiber  bundle  degeneration  can  be 
identified  ophthalmoscopically  using  red-free 
illumination.  Further  studies  such  as  this 
report  will  help  to  determine  the  clinical 
feasability  of  this  technique. 

Focal  destruction  of  nerve  fiber  bundles  has 
long  been  recognized  as  an  indicator  of  diseases 
involving  the  optic  nerve,  papilla,  or  superficial 
layers  of  the  retina;  Hoyt1  cites  work  by  Bjerrum 
in  1891  and  by  Ronne  in  1909  describing  arcuate 
defects  in  visual  fields  which  correlated  with 
defects  in  arcuate  nerve  fibers  of  the  retina.  Vogt2 
in  1913  first  reported  the  use  of  filtered  red-free 
light  which  accentuated  visibility  of  superficial 
layers  of  the  retina,  especially  the  nerve  fiber 
reflexes.  His  methods  were  applied  by  Lauber3  to 
identify  retrograde  patterns  of  nerve  fiber  loss  in 
long-standing  optic  tract  lesions  in  a luetic 
patient  with  homonymous  hemianopsia.  Those 
observations  subsequently  passed  into  oblivion 
until  Japanese  workers'1  combined  magnification 
photography  with  Vogt’s  red-free  technique  in 
the  study  of  optic  neuritis  and  retinal  vascular 
disease. 

VV.  F.  Hoyt5  at  the  University  of  California,  San 
Francisco,  has  refined  and  adapted  these 

I iom:  Barrow  Neurological  Institute  of  St  Joseph's  Hospital.  350 
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techniques,  utilizing  high  intensity  and  halogen 
vapor  illumination.  He  reported  correlation  of 
defects  in  the  visual  fields,  via  quantitative  static 
and  kinetic  methods  as  measured  on  a Tubingen 
Perimeter  (which  evaluates  field  topography)  in 
patients  without  other  evidence  of  visual  defects 
to  tangent  screen,  acuity  and  color  vision  tests. 

Nerve  fiber  bundle  defects  (or  NFBDs),  as 
described  by  the  above  authors,  are  thought  to 
represent  degeneration  of  axons  from  ganglion 
cells  and  Muller  fibers.  Focal  involvement  of  the 
optic  nerve,  as  by  infarction  or  a demyelinating 
condition,  is  thought  to  cause  retrograde  axonal 
degeneration.  Defects  may  also  arise  from  focal 
peripheral  retinal  infarction,  leading  to 
retrograde  axonal  degeneration,  or  from  central 
retinal  infarction,  causing  Wallerian  or 
ascending  axonal  degeneration.6  Besides  NFBDs, 
axonal  degeneration  can  be  seen  as  a loss  of 
striated  interruptions  traversing  retinal  vessels, 
accentuated  in  contrast  by  red-free  light,  so  that 
vessel  walls  become  more  visible,  resembling 
what  Hoyt  describes  as  “hose  pipes  on  a wet 
beach”.7 

In  an  attempt  to  define  subtle  involvements  of 
the  visual  system  unrecognized  by  routine  tests, 
we  have  studied  a series  of  patients  referred  to  the 
neuro-ophthalmology  department  since 
February,  1974,  for  fundus  photography,  paying 
particular  attention  to  patients  with  known  or 
suspected  demyelinating  disease,  with  and 
without  presenting  or  prior  visual 
symptomotology.  In  addition  to  routine  Polaroid 
photographs  and  color  transparencies,  series  were 
taken  with  red-free  light  applied  via  a Kodak 
Wratten  Filter  No.  58,  employing  a Zeiss  fundus 
camera  and  P.C.F.  film.  In  certain  instances, 
magnification  views  of  questionable  areas  were 
taken  with  Kodak  Plus-X  film.  Resultant 
transparencies  were  then  projected  with  high 
intensity  illumination  and  reviewed  by  members 
of  the  department  in  group  to  determine  the 
presence  of  NFBDs.  Some  of  the  more  stirking 
examples*  are  presented  in  this  preliminary 
report. 

Figure  1**  illustrates  the  findings  of  H.  L.,  a 30- 
year  old  white  female  teat  her  who  presented  with 
a 4V2  week  history  of  visual  blurring  with  central 
scotomata  and  loss  of  color  vision  diagnosed  as 
retrobulbar  neuritis  with  intercurrent  CSF 
gamma-globulin  of  20%.  At  the  time  she  was  seen, 
she  was  improving  on  intravenous  ACTFI,  with 
visual  acuity  of  20  50  and  no  noted  field  defect. 


NFBDs  were  detected  in  both  the  superior  and 
inferior  fiber  bundles,  indicating  axonal 
destruction. 


The  second  patient,  L.  L.,  was  27-year  old  white 
female  who  presented  with  a one  month  history  of 
left  sided  numbness.  Examination  revealed  left 
lateral  nystagmus  with  right-sided  motor 
weakness  and  spasticity.  She  was  treated  with 


Figure  2 

ACTH  intramuscularly  on  tapering  doses,  noting 
minor  improvement  of  symptoms  while  in 
hospital.  At  the  time  of  fundus  photography,  the 
patient  had  no  visual  complaints;  acuity  was 
20  20  and  color  vision  intact.  Figure  2 shows  an 
isolated  inferior  bundle  defect  and  a questionable 
larger  defect  more  laterally  in  an  arcuate 
distribution.  Visual  function  may  be  preserved 
intact  in  the  presence  of  redundant  optic  nerve 
fibers. 

The  next  patient,  B.  L.,  was  a 34-year  old  white 
female  who  presented  with  a six-week  history  of 
progressive  visual  loss  in  her  left  eye  which  had 
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Figure  3 


been  preceded  by  pain  on  movement  for  an 
indeterminate  period.  Visual  acuity  was  20/400 
(OS)  with  a large  central  scotoma;  routine 
fundoscopic  examination  suggested 
papilledema.  Symptoms  cleared  with  return  of 
vision  to  20  70  (OS)  on  oral  Prednisone.  Figure 3, 
taken  midway  in  the  hospital  course,  shows 
multiple  bundle  defects,  more  prominent 
superiorally.  A magnified  view,  Figure  4, 
produces  some  augmentation  of  the  defects. 


Figure  4 


The  final  patient,  S.  H.,  was  a 5 1 -year  old  white 
man  with  a 29-year  history  of  transient 
paresthesias  and  weakness  suggestive  of  a 
disseminated,  recurrent  process.  In  1952  he  had 
had  a brief  episode  of  diplopia  and  visual 
blurring,  which  cleared  spontaneously  without 
sequelae.  On  admission  to  hospital  at  this  time  he 
complained  of  progressive  vertigo  and  decreased 
co-ordination,  especially  of  the  left  arm  and  leg. 
Visual  examination  revealed  rotatory  nystagmus 
with  fields  intact;  accurate  acuity  could  not  be 
assessed.  Fundus  photos,  taken  shortly  after 
admission  while  the  patient  was  on  divided  doses 
of  Prednisone,  reveal  discrete  NFBDs  in  both 
superior  and  inferior  bundles  (Figure  5). 


Figure  5 


While  the  examples  in  our  limited  series  have 
not  established  a diagnosis  of  demyelinating 
disease  not  already  confirmed  by  clinical 
assessment,  we  feel  the  findings  are  in  sufficient 
agreement  with  earlier  studies  to  warrant  further 
investigation.  The  techniques  do  offer  additional 
refinements  of  visual  evaluation  in  patients  where 
demyelinating  diseases  are  suspected,  and  the 
more  complex  tests  as  topographic  perimetry, 
visual  evoked  response,  and  flicker  fusion  tests  are 
not  available.  Additional  applications  are 
proposed.  The  presence  of  NFBDs  in  a trauma 
patient  with  a formerly  unrecognized  field  cut 
would  mitigate  against  a causal  relationship 
between  the  recent  trauma  and  the  visual  loss. 
Hoyt8  has  described  a characteristic  fundus 
appearance  of  homonymous  hemioptic 
hypoplasia  in  patients  with  congenital  crebral 
lesions,  utilizing  the  technique  for  cerebral 
localization.  Finally,  embolic  showers  may  give 
rise  to  focal  nerve  fiber  bundle  infarctions,  whose 
presence  could  confirm  prior  embolic  events. 
Thus  detection  of  NFBDs  can  provide  a more 
sensitive  and  perhaps  earlier  means  of  discovering 
involvement  of  optic  axons  in  patients  with 
underlying,  unrecognized  neurologic  defects 
without  prior  visual  complaints  and  in  the  face  of 
a “normal”  routine  examination. 

The  authors  wish  to  thank  Mrs.  Dorothea 
Brittenham,  Mrs.  Leanna  Constance  and  Miss 
Bartkowicz  for  their  invaluable  assistance. 
Special  thanks  are  also  given  to  the  Neurology 
Staff  of  the  Barrow  Neurological  Institute,  whose 
support  made  this  work  possible. 
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COMPARISON  OF  THE  DRIP  INFUSION 
AND  BOLUS  TECHNIQUES 
IN  EXCRETORY  UROGRAPHY 
AS  A ROUTINE  EXAMINATION 

HARRY  R.  CLAYPOOL,  M.D. 

TIMOTHY  A.  LIND,  M.D. 

KAI  HABER,  M.D. 

IRWIN  M.  FREUNDLICH,  M.D. 


Contradictory  reports  have  appeared  in  the 
literature  in  regard  to  comparisons  of  the  mer- 
its of  drip  infusion  pyelography  as  compared  to 
the  bolus  technique.  The  authors  propose  that 
the  lack  of  consensus  may  be  due  to  the  fact 
that  comparative  studies  have  not  been 
carefully  controlled  (e.g.,  the  use  of  double 
blind  film  presentations  and  of  multiple 
readers). 

Two  groups  of  patients  were  evaluated  by 
the  authors.  The  groups  were  comparable  from 
standpoint  of  weight,  age,  BUN  and  presence 
or  absence  of  disease.  The  roentgenograms 
were  evaluated  by  four  observers  according  to 
five  criteria.  Drip  infusion  urography  resulted 
in  uniformly  better  examinations  and  with 
fewer  side-effects. 

In  the  ten  years  since  Schenker9  introduced  drip 
infusion  pyelography,  there  have  been  numerous 
evaluations  published  regarding  its  merit  as  a 
routine  examination  versus  a special 
examination  performed  for  specific  indications. 
There  have  also  been  numerous  comparison 
studies  ol  the  drip  infusion  technique  and  the 
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bolus  technique  resulting  in  contradictory 
opinions  as  to  which  is  the  more  suitable  for 
routine  use.1  8 Apparently  a consensus  has  not  as 
yet  been  reached  either  in  the  literature  or  in  the 
practicing  radiological  community. 

This  failure  to  obtain  a consensus  may  well  be 
due  to  the  fact  that  none  of  the  previous  studies  is 
a carefully  controlled  evaluation  of  examinations 
performed  in  a routine  manner  on  unselected 
patients  coming  to  a Radiology  Department.  For 
example,  a double  blind  method  of  film 
presentation  with  multiple  observers  is  necessary 
to  prevent  bias  in  the  evaluation  of  qualitative 
differences  in  sets  of  films.  Becker,1  Dure-Smith,2 
Edgren,3  Evans,4  and  kleint7  had  neither  a double 
blind  method  nor  multiple  observers.  Powell8  had 
multiple  observers  but  not  a double  blind  method 
of  film  presentation.  Fry6  selected  patients  for  the 
comparison  groups  by  using  only  outpatients 
with  normal  urinary  anatomy  and  fairly  good 
function.  Fisher5  used  ten  normal  subjects,  took 
only  two  films  following  contrast  injection,  and 
was  primarily  interested  in  calyceal  detail.  Dure- 
Smith2  matched  his  groups  only  by  sex  and  age. 

This  lack  of  consensus  was  quite  apparent  in 
our  new  radiological  department,  composed  of 
radiologists  coming  from  different  centers  in  the 
United  States,  with  one  group  strongly 
supporting  drip  infusion  as  a routine  technique 
and  the  remainder  of  the  department  supporting 
the  bolus  technique.  It  was  felt  that  a carefully 
controlled  study  should  be  performed  to  evaluate 
the  two  methods  of  examination  in  routine 
everyday  use  within  an  x-ray  department. 
Although  most  radiologists  agree  that  larger 
amounts  of  iodine  injected  result  in  larger 
amounts  excreted,  the  tendency  is  to  use  a 
medium  dose  of  contrast  for  the  bolus  technique. 
Sixty  ml  of  contrast  is  commonly  used  and  was  the 
dose  used  by  our  proponents  of  the  bolus 
technique.  It  was  decided,  therefore,  to  compare 
this  technique  with  the  infusion  technique.  This 
paper  reports  the  results  of  this  study. 

MATERIALS,  METHODS  AND  RESULTS 

All  of  the  patients,  whether  inpatients  or 
outpatients,  referred  to  the  Radiology  Service  of 
the  Tucson  VA  Hospital  were  included  in  the 
study.  The  patients  were  randomly  assigned  to  be 
examined  by  either  the  bolus  or  the  drip  infusion 
technique.  The  random  assignment  was  quite 
effective  in  obtaining  comparable  patients  in 
both  groups  as  evidenced  by  Table  I.  The  average 
age  of  the  Bolus  Group  was  56  years  and  the 


Table  I:  Composition 

of  the  Bolus  and 

Infusion  Groups 

Bolus 

Infusion 

Patients  Examined 

50 

52 

Average  Age 

56  (22-78) 

58  (22-85) 

Average  Weight 

165  (106-280) 

166  (100-250) 

Average  BEIN 

20  (11-68) 

20  (8-60) 

average  age  of  the  Infusion  Group  was  58  years. 
The  average  weight  of  the  Bolus  Group  was  165 
pounds  and  that  of  the  Infusion  Group  166 
pounds.  The  average  BUN  of  the  Bolus  Group 
was  20  and  the  average  BUN  of  the  Infusion 
Group  was  20.  As  the  groups  were  evaluated,  it 
was  also  apparent  that  about  the  same  number  of 
normal  and  abnormal  exams  resulted  from  both 
methods  of  study. 

The  patients  were  prepared  by  administering 
60  ml  of  castor  oil  on  the  evening  preceding  the 
examination.  Normal  intake  of  food  and  liquids 
was  permitted  except  that  breakfast  or  lunch  was 
omitted  for  those  patients  being  examined  within 
an  hour  after  these  meals. 

Both  groups  of  patients  were  examined  in  the 
same  two  radiographic  rooms  with  the  technical 
factors,  films  employed  and  technologists 
performing  the  examinations  kept  constant.  The 
filming  sequence  was  identical  in  both  methods 
with  a 14  x 17  KTB  and  a 10  x 12  tomogram 
exposed  over  the  kidney  areas  at  7 cm  from  the 
tabletop  as  the  preliminary  studies.  Following  the 
contrast  injection,  a 3 minute  10  x 12  film  was 
exposed  centered  over  the  kidneys.  This  film  was 
made  at  the  half  way  point  of  the  infusion  when 
this  was  the  technique  used.  At  about  6 minutes 
in  both  methods  three  tomographic  cuts  w^ere 
made  centered  over  the  kidneys.  These  wrere  made 
at  5,  7 and  9 cm  levels  routinely  with  additional 
cuts  made  in  the  case  of  thin  or  obese  individuals. 
At  8 minutes  a 10  x 12  film  was  exposed,  again 
centered  over  the  kidney  areas,  and  this  was  then 
followed  by  a 14  x 17  AP  and  left  and  right 
posterior  oblique  views  of  the  entire  abdomen  to 
include  the  kidneys  and  bladder.  Finally  a 10  x 12 
film  was  exposed  over  the  bladder  and  then  the 
patient  was  asked  to  void  and  a 10  x 12  post- 
voiding  film  of  the  bladder  made. 

For  the  Bolus  Series  60  ml  of  50%  Sodium 
Diatrizoate  (Hypaque)  was  injected  intravenously 
rapidly  over  a period  of  30  seconds.  For  the 
Infusion  Group,  300  ml  of  25%  Sodium 
Diatrizoate  (routine  infusion  bottle  produced  by 
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Winthrop)  was  infused  through  an  18  gauge 
needle  with  the  duration  of  infusion  averaging  5 
to  7 minutes. 

A careful  record  was  kept  of  all  the  untoward 
reactions  evidenced  by  the  patients  in  each  series 
of  examinations  and  is  summarized  in  Table  II.  It 
can  be  seen  that  the  Bolus  Group  of  patients  had 


Table  11:  Reactions 

Urticaria 

Bolus 

2 

Infusion 

2 

Nausea 

2 

1 

Nausea  & Vomiting 

8 

1 

Total  Patients  Examined 

61 

60 

many  more  instances  of  nausea  and  vomiting 
than  the  Infusion  Group.  There  was  one  instance 
of  transient  nausea  and  one  instance  of  nausea 
and  vomiting  in  the  Infusion  Group,  whereas 
there  were  to  two  instances  of  nausea  and  eight 
instances  of  nausea  and  vomiting  in  the  Bolus 
Group.  No  severe  reactions  occurred  in  either 
group. 

A total  of  61  patients  were  examined  by  the 
bolus  technique  and  60  patients  were  examined 
by  the  infusion  technique.  No  attempt  was  made 
to  grade  or  compare  the  two  types  of 
examinations  during  the  performance  of  the 
examinations.  A period  of  over  six  months  was 
allowed  to  elapse  before  evaluation  of  the 
individual  films  was  made.  The  films  of  these 
urograms  were  then  removed  from  the  patient's 
film  jackets  and  placed  in  film  jackets  identified 
only  by  a number.  The  numbers  were  randomly 
assigned  to  the  Bolus  and  Infusion  Groups  with  a 
good  mixture  occurring.  Nineteen  examinations 
were  not  available  for  evaluation  for  a number  of 
different  reasons.  Some  of  the  patients  had  been 
transferred  out  of  the  hospital  and  the  films  had 
been  sent  to  the  next  institution  caring  for  the 
patient.  Some  of  the  films  were  lost;  and  some 
were  rejected  from  the  study  because  of  an 


incomplete  series  of  films  being  present  in  the 
film  jacket.  A total  of  50  examinations  were 
available  for  study  in  the  Bolus  Group  and  52 
examinations  were  available  in  the  Infusion 
Group.  This  sequence  of  102  examinations  was 
independently  evaluated  by  4 radiologists,  2 of 
whom  (T.  L.  & K.  H.)  were  third  year  radiology 
residents  and  2 (H.  C.  & I.  F.)  were  staff 
radiologists. 

The  protocol  for  evaluation  of  these 
examinations  is  given  in  Table  III.  It  can  be  seen 
that  5 parameters  were  measured:  the  borders  of 


Table  III:  Protocol 

Borders 

1.  Incomplete  visualization  of  outline 

2.  Entire  outline  seen  but  may  be  indistinct 

3.  Entire  outline  is  sharp  and  clear 

Pelvocalyceal 
System  (PCS) 

System  (PCS) 

1.  Incomplete  filling 

2.  All  components  visible  but  not  fully 

distended 

3.  Well  distended  and  well  seen 

Nephrogram 

1.  Light  - might  miss  a cyst 

2.  Moderate  - no  danger  of  missing  a cyst 

3.  Marked  - a cyst  would  be  sharp  and  clear 

Ureters 

1.  Incomplete  visualization  of  one  or  both 

ureters 

2.  Seen  throughout  their  lengths  but  some 

parts  not  distended 

3.  Good  distention  of  both  ureters  through- 

out their  lengths 

Bladder 

1.  Poorly  visualized 

2.  Sharp  outline  but  not  well  filled 

3.  Sharp  outline  and  well  filled 

the  kidneys,  the  pelvocalyceal  systems  (PCS),  the 
density  of  the  nephrograms,  the  ureters  and  the 
bladders.  All  of  the  films  on  the  examination  were 
used  to  classify  the  examination  on  each  of  these 
points.  The  aim  was  to  determine  how  good  the 
examination  was  for  practical  day  to  day  use. 
Both  kidneys  were  evaluated  together  rather  than 
separately.  The  different  parameters  were  graded 
on  the  1,  2,  3 system  and  a number  was  assigned 
for  each  parameter  for  each  examination  by  all 
four  observers. 


Table  IV:  Results 

Bolus 

Infusion 

Observers 

Borders 

PCS* 

Nephrogram 

Ureters 

Bladdei 

Borders 

PCS* 

Nephrogram 

Ureters 

Bladdei 

c 

2.3 

2.6 

1.9 

1.7 

2.3 

2.8 

2.9 

2.6 

2.1 

2.9 

I. 

2.2 

2.0 

1.8 

1.8 

2.1 

2.6 

2.-1 

2.3 

2.3 

2.6 

II 

1.9 

2.2 

1.8 

1.5 

2.0 

2.5 

2.8 

2.5 

2.3 

2.7 

F 

2.1 

2.2 

1.9 

1.8 

2.3 

2.6 

2.6 

2.3 

2 2 

2.8  . 

Mean 

2.1 

2.3 

1.9 

1.7 

2.2 

2.6 

2.7 

2.5 

23 

2.8 

Improvement 

0.5 

0. 1 

0.6 

0.6 

0.6 

% Improvement 

23% 

1 7°« 

VZ°o 

35% 

27% 

*PCS  - Pevocalyceal  System 


Improvement 

0.5 

0.3 

0.6 

0.6 

0.6 

% Improvement 

23% 

17% 

32% 

35% 

27% 
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The  results  of  these  evaluations  are  summarized 
in  Table  IV.  These  are  the  mean  numerical  values 
assigned  to  each  of  the  five  parameters  by  each  of 
the  four  observers.  It  is  apparent  that  each 
observer  graded  the  Infusion  Series  higher  than 
the  Bolus  Series  in  all  five  parameters.  The  mean 
for  all  four  observers  is  also  illustrated  in  this 
table.  The  mean  improvement  obtained  by  the 
infusion  technique  was  24%  for  the  borders,  17% 
for  the  pelvocalyceal  systems,  32%  for  the 
nephrograms,  35%  for  the  ureters  and  27%  for  the 
bladder.  Statistical  analysis  by  the  Student’s  test, 
assuming  ungrouped  samples,  yielded  values 
indicating  far  in  excess  of  99.9%  confidence  in  all 
five  of  these  differences.  (P  < 0.001). 

DISCUSSION 

It  has  been  observed  in  the  literature,4  and  was 
our  impression,  that  there  is  definite  reduction  in 
the  bothersome  reaction  of  nausea  and  vomiting 
when  an  examination  is  performed  by  the 
infusion  technique  in  comparison  to  the  bolus 
technique.  Our  evaluation  of  these  patients 
confirmed  this  difference.  Presumably  this 
decrease  in  nausea  and  vomiting  is  related  to  the 
more  dilute  solution  being  slowly  infused  in 
contradistinction  to  the  sudden  injection  of 
concentrated  bolus  of  contrast  material  with  a 
consequent  sudden  vasodilation.  Furthermore, 
we  have  observed  that  an  additional  decrease  in 
incidence  of  nausea  and  the  feeling  of  warmth  can 
be  obtained  by  starting  the  infusion  with  a slow 
drip  for  the  first  50  ml.  and  then  gradually 
increasing  the  rate  until  flowing  freely.  If  the 
patient  should  begin  to  feel  a flush  or  early 
nausea,  a slowing  of  the  How  to  a drip  will  stop 
this  sensation,  and  then  the  rapid  flow  can  be 
commenced  and  the  patient  usually  will  not  again 
be  bothered  by  these  unpleasant  symptoms.  This 
improvement  in  patient  comfort,  alone,  is 
sufficient  cause  for  preferring  the  infusion 
technique.  We  would  not  expect  any 
improvement  in  the  so  called  “allergic"  reactions 
by  any  technique  since  these  reactions  do  not  seem 
to  be  dose  related. 

I he  infusion  technique  is  simple  for  the 
radiologist  to  perform,  consisting  only  of  a single 
venepuncture.  The  actual  injection  does  take  a bit 
longer  but  this  allow’s  the  radiologist  to  become 
better  acquainted  with  his  patient  and  also  to 
evaluate  him  more  carefully  for  any  reaction  to 
the  contrast  material.  A great  deal  of  information 
can  be  gleaned  during  the  6 minute  period  that 
the  radiologist  spends  in  the  room  while  the 


infusion  is  taking  place.  Reactions  are  more  easily 
handled  with  a needle  and  tubing  already  in  place 
in  the  patient’s  venous  system. 

The  cost  of  performing  an  infusion 
examination  is  perhaps  slightly  higher  than  a 
bolus  examination.  This  difference  is  not  as  great 
if,  as  was  customary  in  our  group  prior  to  this 
study,  an  infusion  of  5%  dextrose  and  water  is 
begun  on  each  patient  and  kept  running  slowly 
for  10  to  15  minutes  after  the  bolus  injection  in 
order  to  permit  better  handling  of  any  reaction. 
The  difference  in  cost  is  also  reduced  by  a 
consideration  of  the  number  of  times  the 
reinjection  of  an  additional  60  ml  is  performed  in 
the  bolus  method  to  obtain  better  filling  of  the 
urinary  tract. 

SUMMARY 

In  order  to  compare  the  drip  infusion  method 
with  the  bolus  method  of  excretory  urography  in 
routine  use  in  an  x-ray  department  all  patients 
were  randomly  assigned  to  the  two  methods  of 
examination.  We  evaluated  50  bolus  type 
examinations  and  52  infusion  examinations.  The 
two  groups  were  comparable  from  the  standpoint 
of  weight,  age,  BUN  and  presence  or  absence  of 
disease.  For  the  bolus  technique  60  ml  of  50% 
Hypaque  was  injected  and  300  ml  of  25% 
Hypaque  was  infused  in  the  infusion  technique. 
The  troublesome  reaction  of  nausea  and  vomiting 
was  much  less  often  encountered  and  was  more 
easily  controlled  in  the  infusion  technique  than 
in  the  bolus  technique.  The  examinations  were 
evaluated  by  four  observers  on  5 parameters: 
borders  of  kidneys,  pelvocalyceal  systems, 
nephrograms,  ureters  and  bladders.  The  infusion 
technique  produced  a definitely  superior 
examination  in  all  5 parameters  and,  we  feel,  is  a 
superior  method  for  routine  excretory  urography. 
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HYPOGLYCEMIA 

A GRAND  ROUNDS  PRESENTATION 

FEBRUARY  19,  1975 

T.  BOYDEN,  M.D. 

S.  W.  SHEN,  M.D. 


Dr.  Shen:  The  diagnosis  of  spontaneous 

hypoglycemia  is  dependent  upon  three  steps:  1) 
awareness  ol  hypoglycemia  as  a cause  of  wide 
spectrum  of  symptoms,  2)  establishment  of  the 
diagnosis  by  demonstration  of  low  blood  glucose 
associated  with  symptoms,  and  relief  of 
symptoms,  by  administration  of  glucose,  and  3) 
differentiation  of  cause  by  appropriate  study. 
Many  classification  schemes  have  been  proposed, 
perhaps  the  most  useful  is  the  division  into 
groups  of  reactive,  non-fasting  hypoglycemias 
and  those  of  fasting  hypoglycemias.  Today  we 
will  concentrate  only  on  idiopathic  non-fasting 
hypoglycemia  — the  most  common  and  most 
often  misdiagnosed  condition,  and  fasting 
hypoglycemia  due  to  insulinoma  — an  important 
diagnosis  to  make  but  a diagnosis  often  missed  ot 
erroneously  made. 

Dr.  Boyden:  I Idiopathic  Non — Fasting 

Hypoglycemia 

In  order  to  apply  the  diagnosis  of  idiopathic 
non-fasting  hypoglycemia,  the  following 
definition  must  be  fulfilled:  I ) absence  of  a disease 
known  to  cause  hypoglycemia,  2)  a characteristic, 
repetitive  symptom  complex  occur/ ng  2 to  5 
hours  after  a meal,  corresponding  to  documented 
hypoglycemia.  The  symptoms  are  those  of 
epinephrine  release  and  cerebral  impairment. 

The  patient  who  undeniably  fits  the  definition 
must  be  investigated,  but  the  limitations  of  our 
current  testing  modality  (the  oral  glucose 
tolerance  test)  should  be  full)  understood.  The 
OG  I I is  a relatively  non-reproducible  test,  both 
between  populations  and  in  any  given  indi- 
vidual.1 

A numerical  equivalent  for  clinical 
hypoglycemia  is  tremendously  variable.  There  is 
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no  agreement  between  authors  as  to  what 
constitutes  numerical  hypoglycemia,  varying 
from  10  to  60  mg%.2. 

60  mg% 

Marble  ( Presumptive) 

Mostow,  Hamwi  & Skillman 
Zieve 

Berson  & Yalow 


50  mg% 

Seltzer,  Fajans,  Conn  (1956) 

Marble 

Williams 

Bondy 

Conn  (Presumptive  — 1947) 


45  mg% 
Sussman 


40  mg% 

Conn  & Seltzer  (1955)  — Associated  with 
normal  1 and  2 hour  levels 

Normal,  asymptomatic  subjects  frequently 
have  alarmingly  low  blood  sugars  during  an 
OGTT.  Repeated  tests  only  make  interpretation 
less  clear. 


Percent  of  normal  subjects  showing  a fall  in 
blood  glucose  to  or  below  the  following 
specific  levels: 


During  a single 


3 hour  GTT 

4 hour  GTT 

40 

mg% 

4% 

14% 

45 

mg% 

11% 

32% 

50 

mg% 

17% 

38% 

55 

mg% 

26% 

48% 

60 

mg% 

37% 

57% 

Percent  of  normal  subjects  showing  a fall  in 
blood  glucose  to  or  below  the  following  levels 
during  repeated  3 hour  GTT: 


No.  of  GTT 

One 

Two 

Four 

40 

mg% 

4% 

8% 

8% 

45 

mg% 

11% 

18% 

23% 

50 

mg% 

17% 

26% 

33% 

55 

mg% 

26% 

42% 

53% 

60 

mg% 

37% 

50% 

67% 
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If  the  conventional  extended  OGTT  is  not  in 
itself  specific,  examination  of  corresponding 
immunoreactive  insulin  (IRI)  may  be  helpful. 
Unfortunately,  inappropriate  IRI  peaks,  total 
concentrations,  or  delays  are  found  in  only  a 
portion  of  the  patients  studied.3  4 5 6 

Other  hormones  responsible  for  glucose 
homeostasis  cannot  be  implicated  at  present, 
although  well  controlled  series  are  not  available. 
However,  an  important  class  of  peptides  or 
substances  in  blood  collectively  labelled  as  non- 
suppressible  insulin-like  activity  (NSILA)  has 
not  been  evaluated  since  there  is  no  chemical  or 
radioimmunoassay  avaiable  at  present.  Using 
radio-receptor  assay,  Megyesi,  et  al.  has  shown 
increased  NSILA  in  patients  with  hypoglycemia 
and  extrapancreatic  tumors.7 

When  investigated,  growth  hormone  and 
glucagon  responses  were  adequate.8 

Cortisol  response  is  not  only  appropriate  to  the 
glucose  nadir,  but  is  actually  required  by  some 
authors  during  the  OGTT  to  qualify  the  patient 
for  true  reactive  hypoglycemia.6 

With  the  limitations  of  the  OGTT  it  requires  a 
careful  physician  to  appropriately  assign  a 
patient  the  diagnosis  of  idiopathic,  non-fasting 
hypoglycemia.  The  rigid  definition  must  be 
fulfilled  and  then  duplicated  during  an  OGTT. 

Once  a diagnosis  is  made,  treatment  becomes 
primary.  Recommendations  have  been  wide- 
ranging  and  sometimes  bizarre,  but  the  most 
widely  subscribed  is  a high  protein,  low 
carbohydrate  diet  with  frequent  feedings.  This  is 
a reasonable  and  frequently  successful  approach. 
Most  recently,  diphenylhydantoin  has  been 
investigated  as  a treatment  modality  because  of  its 
ability  to  inhibit  insulin  release  from  the 
pancreas.9 

Unfortunately,  the  dosage  required  for 
therapeutic  benefit  are  prohibitive,  but  this  study 
once  again  hints  at  disordered  insulin  dynamics 
as  the  unifying  etiology  for  this  syndrome. 

Dr.  Shen:  II.  Fasting  Hypoglycemia 

Fasting  hypoglycemia  may  be  produced  by  a 
variety  of  drugs  and  diseases  which  interfere  with 
the  normal  homeostatic  mechanisms  regulating 
the  blood  glucose  level.  Many  causes,  such  as 
diffuse  liver  disease,  massive  extra-pancreatic 
neoplasm,  anterior  pituitary  and  adrenocortical 
hypofunc tion,  starvation,  ethanol-induced  and 
drug-induced  hypoglycemia  are  relatively  easy  to 
exclude  or  to  diagnose  on  the  basis  of  history  and 


physical  examination.  Functioning  pancreatic 
islet-cell  tumor  is  an  important  cause  of  fasting 
hypoglycemia  because  it  is  potentially  correctable 
by  surgery.  However,  the  preoperative  diagnosis 
of  an  insulinoma  has  been  difficult  to  make  with 
confidence.  Among  the  various  diagnostic 
maneuvers  are  the  following: 

A.  Selective  arteriogram:  Results  are  dissa- 
pointing  with  both  false  positive  and  false  neg- 
ative results.10 

B.  Exploratory  laparotomy:  The  insulinomas 
are  usually  very  small  in  size.  The  practice  to  look 
for  insulinoma  by  resection  of  thedistal  2 3 of  the 
pancreas  when  no  obvious  insulinoma  is  seen  is 
indefensible  as  Ballard,  et  al.  have  shown  that 
insulinoma  is  equally  distributed  in  the  head, 
body,  and  tail  of  the  pancreas.11 

G.  Simultaneous  insulin  levels: 

1.  Fasting  plasma  insulins  are  normal  in  other 
varieties  of  organic  hypoglycemia  but  exceptions 
have  been  reported  in  non-pancreatic  tumors  and 
i d i o pa  t h i c h y pogl  y ce m i a . 

2.  Normal  fasting  plasma  insulin  level  does  not 
exclude  the  diagnosis  of  insulinoma  as  secretion 
by  some  of  these  tumors  is  intermittent.14 
Furthermore,  substantial  spontaneous  fluctu- 
ations in  plasma  insulin  levels  over  short  periods 
of  time  have  been  reported.15 

D.  Proinsulin  levels:  May  be  useful  as  shown  by 
Melani,  et  al.16 

However,  proinsulin  may  be  normal  in  the 
majority  of  patients  with  insulinoma.17 

E.  Prolonged  fast:  In  the  Mayo  Clinic  series, 
one-third  developed  severe  hypoglycemia  within 
12  hours.  The  test  had  to  be  interrupted  between 
the  13th  and  24th  hour  in  another  one-third  and 
between  and  25th  and  48th  hour  in  one-fourth  of 
the  cases.  Prolonged  fasting  may  be  dangerous  as 
the  patients  developed  severe  hypoglycemia. 
Further,  some  patients  with  proven  insulinoma 
were  able  to  fast  up  to  72  hours  and  even  72  hours 
fasting  with  40  minutes  of  vigorous  exercise.18  19 

F.  Oral  glucose  tolerance  test:  Glucose 

tolerance  curves  and  the  plasma  insulin  response 
to  an  acute  glucose  load  in  patients  with 
insulinoma  are  variable  and  of  little  diagnostic 
value.13  " 18 

Convulsions  precipitated  by  an  oral  glucose 
tolerance  test  has  also  been  described.19 

G.  Provocative  tests: 

1.  IV  tolbutamide  test:  Flase  negative  tests  have 
been  reported.20  21 

And  in  those  with  a positive  test,  prolonged 
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hypoglycemia  (blood  glucose  less  than  30  mg/  100 
ml)  for  3 hours  may  produce  irreversible  damage 
of  the  central  nervous  system.  The  development  of 
coma  during  the  test  has  been  described  by 
Samols.15 

2.  IV'  1 -leucine  test:  Only  70%  of  the  patients 
with  islet-cell  tumors  have  greatly  increased 
insulin  and  decreased  blood  glucose  levels  in 
response  to  intravenous  leucine.22 

The  test  is  also  positive  in  patients  who  have 
ingested  sulfonylureas  surreptitiously.  In  infants, 
a positive  leucine  test  does  not  differentiate  an 
islet-cell  tumor  from  leucine  hypersensitivity. 

H.  Proposed  approach23 

I.  Multiple  fasting  plasma  glucose  and  insulin 
levels  should  be  obtained  to  document 
inappropriate  insulin  levels.  This  will  provide  a 
definite  diagnosis  in  the  majority  of  patients. 

2.  To  minimize  the  danger  of  profound 
hypoglycemia,  only  overnight  fasting  should  be 
done. 

3.  IV  glucose  infusions  should  be  done  to 
examine  an  abnormal  relationship  between 
plasma  glucose  and  insulin  concentrations. 

4.  IV  infusions  of  epinephrine  and  propranolol 
can  be  used  to  examine  for  lack  of  insulin 
suppressibility. 

1 he  approach  proposed  has  the  advantage  of 
minimizing  the  danger  of  hypoglycemia  induced 
either  by  prolonged  fast  or  by  provocative  tests. 
Secondly,  it  incorporates  the  well  established 
endocrinological  approach  to  stress  the  system  by 
stimulation  and  suppression  when  static 
measurements  of  the  hormone  or  the  effect  of  the 
hormone  (ail  to  show  clear-cut  abnormalities. 

I he  demonstration  that  plasma  insulin 
concentrations  are  both  inappropriate  for  and 
independent  of  the  blood  glucose  levels  and  are 
not  normally  suppressible  by  alpha  stimulation 
(epinephrine),  may  enable  the  diagnosis  of 
insulinoma  to  be  made  safely  and 
physiologically. 

SUMMARY 

Dr.  Boyden:  Spontaneous  hypoglycemia 
should  be  classified  as  either  fasting  or  non- 
lasting.  In  the  absence  of  diseases  known  to  be 
associated  with  non-fasting  hypoglycemia  (ie., 
diabetes,  GI  surgery,  adrenal  insufficiency,  etc.), 

the  diagnosis  of  idiopathic  or  reactive 
b>  P°glycemia  must  be  made  cautiously', 
satisfying  stint  criteria.  A characteristic, 
repetitive  symptom  complex  occuring  2 to  5 
hours  after  a meal.  ( orresponditig  to  documented 


hypoglycemia  is  defined  as  idiopathic  non- 
fasting  hypoglycemia.  Evidence  is  cited  showing 
disagreement  as  to  what  constitutes  numerical 
hypoglycemia  and  the  difficulty  in  interpreting 
oral  glucose  tolerance  testing.  In  order  to  assign 
this  diagnosis  the  patient  must  fit  the  definition 
demonstrate  the  symptom  complex  during  an 
OGTT  at  a time  when  some  degree  of 
hypoglycemia  is  present,  and  perhaps  show  a 
simultaneous  rise  in  plasma  cortisol.  Treatment 
at  present  is  still  a high  protein,  low 
carbohydrate,  frequent  feeding  regimen. 

Dr.  Shen:  Fasting  spontaneous  hypoglycemia 
in  the  adult  connotes  an  insulinoma  in  the 
absence  of  other  obious  diseases.  Most 
insulinoma  can  be  reliably  diagnosed  by 
demonstrating  inappropriate  seru  m 
immunoreactive  insulin  after  overnight  fasting. 
Prolonged  fasting,  drug-induced  stimulation 
testing,  and  angiography  are  dangerous  and 
unreliable.  Physiologic  testing  using  glucose 
infusion  and  ipinephrinepropranolol  infusion  to 
demonstrate  lack  of  responses  to  stimulation  and 
suppression  of  plasma  insulin  is  a safe  and 
reliable  adjunct  in  diagnosing  beta-cell 
neoplasms,  particularly  in  patients  with 
equivocal  results  after  an  overnight  fast. 
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MILITANCY:  THE  MODERN  MODE 

mi1 

i/lf 


How  can  we  now  abide  any  further  aspersions 
to  the  effect  that  the  revolution  hereabouts  ran 
down  in  '7b,  when  Cornwallis  became  quite  ill  at 
Yorktown  and  the  refrain  “The  World  Turned 
Upside  Down”  sounded  across  the  parade 
ground. 


A ‘striking  example’  was  the  recent  set-to 
between  the  Committee  of  Interns  and  Residents 
in  New  York  and  the  League  of  Voluntary 
Hospitals.  As  one  ol  our  colleagues  put  it  "if  the 
staff  negotiators  point  with  pride  to  the  assured 
salaries  ranging  front  SI 5,000  to  S20.000  foi 
interns  and  residents,  then  they  should  recall  that 
some  other  forces  must  have  been  at  work  in  the 
last  few  decades  to  move  from  the  room-board- 
laundry-and-be-glad-you’re-here  status  of  their 
parents  day  — not  just  superior  ability  and 
dedication.”  “They  are  right,  of  course,  in  their 
contention  that  a dog  tired  intern  or  resident  is 
not  as  capable  as  one  who  is  rested.”  “We 
supposed  that  learning  to  go  without  rest  or 
money  was  part  of  the  conditioning,  the 
attending  staff  didn’t  think  of  us  as  being  tired  or 
poor  — just  dumb.”* 

And  now  the  new  militancy  has  engulfed  other 
segments  of  American  medicine  with  California 
practitioners  withholding  their  sendees,  until 
they  receive  some  redress  from  the  absurd 
malpractice  premium  costs.  With  these 
developments  not  a lew  physicians  feel  that  full 
unionization  is  impending. 

The  prestigious  AMA  has  joined  in  legal  action 
against  HEW’s  utilization  review  regulations  and 
has  won  a temporary  reprieve,  injunction. 

Surely  Vallhalla  must  rock  with  laughter  as 
they  recall  the  clamour  of  the  Roman  mobs  for  the 
wheat  dole,  the  peasants  marching  against  the 
ancient  czars,  the  czar  exterminators  led  by  Lenin, 
the  royal  beheaders  of  Cromwell,  and  on  our  own 
continent  Sam  Adam’s  Boston  rowdies. 

The  more  things  change,  the  more  they  become 
the  same. 

♦Editorial;  Journal  Kansas  Medical  Society,  Vol.  LXXVI  No.  V, 
page  113,  May  1 97-1. 
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ADMISSION  PROCEDURES  IN  THE 
COLLEGE  OF  MEDICINE 


NEAL  A.  VANSELOW,  M.D. 


Over  the  past  several  months,  there  has  been 
considerable  controversy  regarding  admission 
procedures  at  the  College  of  Medicine.  Questions 
regarding  medical  school  admission  are  not 
unique  to  Arizona  but  are  being  asked 
throughout  the  country.  There  is  probably  a very 
simple  explanation  for  the  tremendous  interest  in 
this  matter  — the  number  of  first  year  positions  in 
I S.  medical  schools  is  much  smaller  than  the 
number  of  applicants.  As  a consequence, 
competition  for  admission  is  keen,  and  there  are 
always  qualified  candidates  for  whom  iro  spot  is 
available. 

It  is  impossible  in  the  space  allotted  to  respond 
to  all  the  questions  which  might  he  asked 
regarding  our  admission  procedure.  I will 
attempt,  however,  to  answet  some  of  the  most 
common  questions  we  receive. 

QUES'I  ION:  Who  decides  which  applicants  are 
admitted  to  the  University  of  Arizona  College 
of  Medicine? 

ANSWER:  An  Admissions  Committee  appoint- 
ed hy  the  Dean.  This  Committee  is  composed 
of  eight  (8)  faculty  members  (from  both  basic 
science  and  clinical  departments),  four  (4) 


medical  students,  and  two  (2)  administrators. 
Appointments  are  made  on  a rotating  basis. 
Committee  composition  is  similar  to  that  in 
other  U.S.  medical  schools. 

QUESTION:  What  factors  are  considered  in 
determining  who  is  admitted? 

ANSWER:  Only  Arizona  residents,  and  resi- 
dents cd  the  foui  (4)  Western  Interstate  Confer- 
ence on  Higher  Education  (WICHE)  states 
which  do  not  have  degree-granting  medical 
schools  are  eligible  for  admission.  WICHE 
students  are  admitted  as  part  of  a “trade-off" 
which  permits  Arizona  residents  to  attend  Uni- 
versities in  other  western  states. 

The  Admissions  Committee  considers  the 
following  factors  in  evaluating  applicants:  total 
acdemic  performance  in  college,  including 
undergraduate  grade  point  average;  performance 
on  the  standardized  Medical  College  Admissions 
Test  (MCAT);  the  results  of  personal  interviews 
with  three  (3)  College  of  Medicine  faculty 
members;  extracurricular  activities;  and,  letters  of 
recommendation.  Academic  performance  in 
college  and  MCAT  scores  are  used  to  assess  the 
academic  capabilities  of  the  applicant.  Personal 
interviews  and  extracurricular  activities  assess  his 
or  her  ability  to  relate  to  other  people, and  element 
which  is  obviously  of  great  importance  to  the 
practice  of  medicine.  Letters  of  recommendation 
provide  information  relative  to  both  academic 
and  non -academic  factors. 

QUESTION:  Are  “political  considerations” 
taken  into  account  when  evaluating  a 
candidate? 

ANSWER:  No.  In  Arizona,  as  contrasted  to 
many  other  states,  there  are  no  places  in  the 
entering  class  reserved  for  appointments  made 
by  either  University  or  other  state  officials. 
Members  of  the  Admissions  Committee  have 
stated  flatly  that  they  would  resign  it  they  felt 
subjected  to  political  pressure  of  any  kind. 
QUESTION:  Are  questions  regarding  contro- 
versial topics  such  as  abortion,  euthanasia, 
drug  legalization,  etc.  sometimes  asked  during 
the  personal  interviews? 

ANSWER:  Such  questions  are  asked,  not  because 
there  are  “right”  or  “wrong"  answers  to  them 
but  because  the  Admissions  Committee  feels 
it  is  important  for  aspiring  physicians  to  be 
aware  of  some  of  the  moral  and  ethical  issues 
they  will  face  in  medical  practice  and  show 
evidence  that  they  have  given  thought  to  them. 
I his  aspect  of  the  admissions  process  is  design- 
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ed  to  assist  in  selecting  students  who  are 
humanists  as  well  as  promising  scientists  and 
technicians.  It  is  important  to  note  that  our 
facidty,  house  officers,  and  students  have 
widely  varying  views  on  issues  such  as  abor- 
tion; consequently  there  can  be  no  “party 
line”  which  applicants  are  expected  to  adhere 
to. 

QUESTION:  Are  applicants  from  rural  areas 
given  the  same  consideration  as  applicants 
from  urban  areas? 

ANSWER:  Yes.  Between  1971  and  1975,  Mari- 
copa and  Pima  County  residents  accounted  for 
87%  of  the  applicant  pool  and  87%  of  the  accep- 
tances. Residents  of  other  counties  accounted 
for  13%  of  the  applicant  pool  and  13%  of  the 
acceptances. 

QUESTION:  What  percentage  of  the  entering 
class  is  comprised  of  women?  Women  consti- 
tute approximately  40%  of  the  1975  entering 
class.  The  percentage  of  women  in  medical 
school  classes  throughout  the  United  States  has 
increased  significantly  in  recent  years.  At  the 
University  of  Arizona  College  of  Medicine 
female  applicants  are  treated  no  differently 
than  male  applicants.  The  high  percentage 
of  women  accepted  for  admission  in  1975 
merely  reflects  the  fact  that  female  applicants 
were  highly  qualified. 

QUESTION:  Are  students  who  take  their 
premedical  training  in  Arizona  colleges  and 
universities  at  a disadvantage  when  compared 
with  those  who  attend  college  in  other  states? 

ANSWER:  Between  1971  and  1975,  63%  ol  the 
applicant  pool  and  58%  of  those  accepted 
had  attended  college  in  Arizona.  37%  of  the 
applicant  pool  and  42%  of  those  accepted  had 
attended  college  in  other  states.  The  differ- 
ences are  probably  not  statistically  significant. 

QUESTION:  How  many  applicants  were  there 
for  the  80  positions  available  in  the  entering 
class  of  1975? 

ANSWER:  700.  While  this  number  was  immedi- 
ately reduced  to  approximately  400  by 
eliminating  all  but  Arizona  residents  and 
WICHE  applicants,  there  were  still  five  (5) 
applicants  for  each  position  available  in  the 
class.  Perhaps  this  statistic  more  than  any  illus- 
trates why  there  is  such  an  intense  interest 
in  the  admissions  process! 


Obstetrics 
and  Gynecology 

J 


THROUGH  THE  LOOKING  GLASS 


MARY  HOUDEN,  R.N. 

Obstetrical  technology  has  developed 
rapidly  during  the  last  several  years.  As 
knowledge  increases,  so  do  the  potential 
problems.  However,  recent  scientific  advances 
have  not  occurred  in  a void.  Societal  changes 
have  also  occurred  and  many  of  these  are 
having  a profound  effect  on  the  way  each  of  us 
practices  medicine.  At  times  it  is  valuable  to 
see  how  other  people  feel  what  we  as 
physicians  are  doing.  The  article  this  month  is 
a guest  editorial  submitted  by  Mary  Houden. 
Miss  Houden  is  currently  President  of  the 
Nurse’s  Association  and  is  also  a labor  nurse 
and  health  educator. 

— Donald  J.  Ziehm,  M.D.,  Editor 

In  the-  past  several  years  advances  in  maternity 
care  have  increased  tremendously  and  have 
provided  much  more  sophisticated  care  lot  the 
patient.  Some  professionals  may  view  these 
technological  advances  as  detrimental,  while 
others  see  them  as  enhancing  care.  It  is 
primarily  important  to  keep  in  mind  two  things 
about  technological  advances.  Eirst,  their 
primary  purpose  is  to  improve  patient  cate. 
Second,  those  “types’’ of  care  can  NEVER  replace 
the  judgements  and  interpersonal  relationships 
which  are  sue  h an  integral  and  important  part  of 
health  care. 

(Continued  on  Page  568) 
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PRACTICE  MANAGEMENT 
WILL  SAVE  YOU 
WORRY  AND  EXPENSE 


Every  medical  practice  needs  a business 
manager  — but  most  doctors  are  so  busy 
serving  their  patients  that  they  don't  have 
the  time  to  set  up  an  office  that  runs  smoothly 
and  profitably.  I can  help. 

A Naval  Academy  graduate, 
I have  30  years  of  training  and 
experience  in  business  law,  elec- 
tronics, personnel  training,  and 
property  management.  My 
associates  were  major  consul- 
tants for  NASA's  medical  facil- 
ity for  Apollo  missions. 

You  will  benefit  from  our 
knowledge  of  office  staffing  and 
equipment,  fee  structure,  billing  collections, 
office  partnerships  and  liability  protection. 

Let  us  survey  your  procedures  and  show  you 
how  to  save  time,  worry  and  expense.  First  talk 
at  no  obligation  to  you. 


MEDICAL  BUSINESS  CONSULTANTS 

Philip  Kwart.  Director 
3225  North  Central  Avenue,  Suite  300-B 
Phoenix,  Arizona  85012  Phone  (602)  264-3803 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$8.00  per  volume,  including  name  imprint 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


Pro-Banthine® 

brand  of 

propantheline  bromide 


Indications:  Pro-Banthine  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


SEARLE 
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"Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic. 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 

Pro-Banthine 

(propantheline  bromide) 

a good 
option 
in  peptic 
ulcer 


Adequate 

fluid 

intake 


Frequent 

voiding 


o o 


Gantanol 

[sulfamethoxazole) 

tt.I.D. 


:our  tablets  (0.5  Gm  each)  STAT- 
:hen  2 tablets  D.I.D.  for  10-14  days 


Basic  therapy  with 
convenience  for 
acute  nonobstructed 
cystitis 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  non- 
obstructed urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis,  and  cystitis),  due  to  susceptible 
organisms.  Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  cul- 
ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions  (headache, 
peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E.  phenomenon).  Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter 
production,  diuresis  and  hypoglycemia  as  well  as 
thyroid  malignancies  in  rats  following  long-term 
administration.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Systemic  sulfonamides  are  contrain- 
dicated in  infants  under  2 months  of  age  (except 
adjunctively  with  pyrimethamine  in  congenital  toxo- 
plasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.) 
initially,  then  1 Gm  b.i.d.  or  t.i.d.  depending  on  sever- 
ity of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
b.i.d.  Maximum  dose  should  not  exceed  75  mg/ kg/ 
24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole; 
Suspension,  0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


• Effective  against  susceptible  E.  coli, 
Klebsiella-Aerobacter,  Staph,  aureus, 
Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 

Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12' 15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating  ! 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 


Usage  in  Pregnancy:  See  “Contraindications.” 
ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions,  RO0RIG  UtfSP 
blurred  vision  have  been  reported. 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 
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Reviewing  recent  obstetrical  developments  in 
Arizona,  much  greater  and  mote  knowledgable 
use  of  the  fetal  monitor  bv  both  physicians  and 
nurses  has  occurred.  This  can  only  improve  the 
intelligent  management  of  the  laboring  woman 
and  her  fetus.  Along  with,  and  as  a direct  result  of 
the  use  of  the  monitor,  the  discriminating  use  of 
the  oxytocin  challenge  test  has  aided  in  the 
determination  of  the  condition  of  the  fetus  in  the 
high  risk  mother.  The  use  of  ultrasonography  as  a 
non-invasive  diagnostic  tool  has  added  anothei 
parameter  in  the  evaluation  of  fetal  age  and  well- 
being. This  has  become  a valuable  adjunct  to  the 
use  of  amniocentesis  in  assessing  fetal  maturity. 

These  advances  are  an  indication  of  the  inc  rease 
in  concern  lot  the  perinatal  health  management 
of  our  patients.  Several  years  ago  major  emphasis 
was  placed  on  the  importance  of  the  premature 
neonatal  transport  system.  Now'  there  is  growing 
need  and  concern  for  maternal  transport  as  well. 

One  of  the  more  significant  developments 
which  has  occurred  and  does  change  the  character 
of  obstetrical  practice  has  been  that  of  consumer 
involvement  and  a greatet  emphasis  on  family- 
centered  care.  Both  areas  are  having  profound 
effects  on  all  of  health  practice,  but  because  of  the 
health  (rather  than  illness)  orientation  of 
obstetrics,  the  effec  ts  are  greater.  The  questioning 
consumer  can  and  has  posed  many  problems  to 
doctors  and  nurses  who  have  assumed  that  they 
know  what  is  best  for  the  patient  without  ever 
consulting  her  about  how  she  may  feel  or  what 
she  may  think.  I he  recent  mushrooming 
attendance  of  patients  and  their  husbands  at 
prepared  childbirth  classes  has  encouraged 
everyone  to  examine  more  closely  past  and 
current  valuesand  trends  inobstetrcal  health  care. 

Both  physicians  and  nurses  must  examine  “reflex 
traditional  practices”  which  have  been  based  on 
then  societal  trends”  and  discard  those  which  are 
done  just  because  it  has  always  been  done  that 
way,  while  at  the  same  time  retaining  and  or 
modifying  those  things  whic  h are  safe  and  sound. 

Questions  by  the  consumer  can  be  perceived  in 
one  of  two  ways.  First  in  the  negative  way- 


questioning automatic  ally  means  distrust.  I his  is 
very  distressing  and  generally  produces  a 
defensive  attitude.  The  second  and  more  positive 
way  to  perceive  the  questioning  is  as  an  attempt 
In  the  patient  to  gain  additional  knowledge  and 
understanding  about  what  is  happening  to  her 
body.  This  approach  gives  the  health  professional 
a decided  advantage  in  being  a primary  health 
educator  for  the  consumer. 

What  does  this  mean  for  the  health  cate  team? 
Asa  muse,  I feel  that  this  means  that  doc  tors  and 
nurses  must  work  more  closely  as  collaborative 
members  of  the  health  team  — each  having 
specific  skills  and  knowledge  to  promote  higher 
quality  care.  This  then  means  that  physicians  and 
nurses  must  communicate  with  each  other  in  such 
a way  that  each  feels  free  to  question  the  other 
team  member  and  likewise  receive  answers  to 
his  her  questions.  Communication  becomes  a 
vital  link  in  the  patient-physician-nurse  triad.  A 
broken  link  in  any  direction  always  causes 
confusion. 

Obstetrical  health  science  knowledge  is  indeed 
experiencing  a rapid  growth  spurt  with  its 
inherent  problems.  Rapid  growth  is  never 
synchronous  and  not  everyone  knows  the  same 
thing  at  the  same  time.  Coordination  of  activ  ities 
during  this  period  is  never  at  its  highest  level- 
confusion  easily  ensues.  The  solution  to  this 
problem  is  simple  to  discuss  but  difficult  to 
implement.  We  all  must  be  open  to 
communicating  (listening as  well  as  talking)  with 
each  other. 

Inertia  at  this  point  in  time  only  means  to  move 
backwards.  Our  goal  as  collaborative  health  team 
members  must  be  to  move  forward — retaining 
that  which  keeps  practice  sound  and  safe,  whileat 
the  same  time  adding  those  things  which  enhance 
and  improve  the  health  care  we  provide. 

Many  of  us  will  find  these  thoughts  to  be  very 
thought-provoking  and  challenging,  some  will 
find  them  very  stressful.  Unfortunately  it  is  never 
easy  to  give  up  or  change  old  ideas  and  traditions. 
This  editorial  at  least  allows  us  to  examine  some 
of  these  attitudes.  — Editor 
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Clinical  Oncology 
In  Arizona 


GRANULOCYTE  TRANSFUSIONS 

DOUGLAS  W.  HUESTIS,  M.D. 


This  new  section  in  Arizona  Medicine  is  spe- 
cifically targeted  to  the  subject  of  cancer  care  in 
the  state  of  Arizona.  Recognition  of  the  impor- 
tance of  cancer  management  has  been  under- 
scored by  the  establishment  of  the  conquest  of 
cancer  as  a national  goal.  In  this  column,  current 
concepts  in  cancer  management  and  recent  ad- 
vances in  cancer  research  that  are  relevant  to 
Arizona,  will  be  discussed  each  month.  Cancer 
therapy  is  currently  changing  at  an  extraordinar- 
ily rapid  rate,  and  the  views  expressed  on  this 
page  should  not  be  considered  as  static  recom- 
mendations. The  editors  of  this  column  will 
select  key  topics  and  invite  interested  physicians 
and  allied  health  professionals  from  Arizona  to 
write  components  related  to  areas  of  their  exper- 
tise in  cancer. 

Editors:  Sydney  E.  Salmon,  M.D.,  Professor  and 
Head,  Section  of  Hematology  and  Oncology, 
University  of  Arizona  College  of  Medicine,  Tuc- 
son, Arizona  85724;  Robert  H.  Thoeny,  M.D., 
Dir.,  Radiation  Oncology,  Good  Samaritan  Hos- 
pital, Phoenix,  Arizona  85006;  Darwin  W.  Neu- 
bauer,  M.D.,  General  Surgeon,  720  Country  Club 
Road,  Tucson,  85716. 


One  of  the  complications  of  chemotherapy  for 
acute  leukemia  and  some  solid  tumors  is 
temporary  ablation  of  normal  marrow  function, 
leading  to  anemia,  thrombocytopenia,  and 
neutropenia.  Of  these  complications,  anemia  is 
rather  easily  treated  with  red  cell  transfusions,  but 
the  others  present  greater  difficulties.  Until  a few 
y ears  ago,  hemorrhage  caused  by 
thrombocytopenia  was  the  commonest  cause  of 
death  in  acute  leukemia.  Because  of  the  routine 
availability  of  platelet  concentrate  transfusions  in 
recent  years,  hemorrhagic  complications  have 
diminished  as  a cause  of  death,  and  infection 
related  to  netropenia  has  become  relatively  more 
common,  as  shown  in  Table  1. 

TABLE  1.  CAUSE  OF  DEATH  IN  ACUTE  LEUKEMIA 
(Changing  Pallern  at  N.C.I.) 


’ERIOD 

No. 

CAL 

’SE  OF  DEATH 

/CP  \ 

Hemorrhage 

with  or 

Infection 

Othei 

without  ini 

alone 

'54-59 

184 

61.8 

24.4 

5.4 

’60-63 

182 

36.7 

44.0 

7.1 

’65-71 

229 

23.0 

74.0 

3.0 

Modi 

tied  from 

Graw  et  ai., 

NEJM  287:367, 

1972. 

Among  the  bacterial  infections  encountered  as 
fatal  complications  in  acute  leukemia,5  gram- 
negative organisms,  such  as  Pseudomonas, 
coliforms  and  Klebsiella,  predominate.  A 
somewhat  lesser  number  of  fatal  fungal  infections 
occur.  Since  it  has  been  shown  that  the  incidence 
ol  infectious  complications  is  related  to  the  degree 
of  neutropenia,* 1  and  some  antibiotics  appear  not 
to  function  as  well  in  the  absence  of  adequate 
granulocytes  (e.g.,  gentamycin,  amphotericin),  it 
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is  logical  to  attempt  to  provide  leukocyte 
transfusions  for  temporary  support.  But  this  was 
beset  with  difficulties,  may  of  which  remain 
unresolved.  It  has  been  extraordinarily  difficult  to 
collect  large  numbers  of  granulocytes  from 
normal  donors  and  special  new  blood  collection 
technics  have  had  to  be  devised,  e.g.,  continuous 
flow  centrifugation  (CFC)  and  reversible 
leukoadhesion  to  nylon  fibers  (filtration 
leukapheresis  or  FL).  Patients  with  chronic 
granulocytic  leukemia  (CGL)  are  also  used  as 
donors,  since  they  have  large  numbers  of  mature 
functioning  granulocytes.  Unfortunately,  there 
are  not  enough  of  them.  Another  difficulty  is  that 
transfused  granulocytes  have  only  a very  brief  life- 
span in  the  recipient  (half  life  60  to  8 hours  at 
best).  Finally,  because  infected  neutropenic 
patients  all  receive  heavy  antibiotic  therapy,  it  has 
been  difficult  to  evaluate  the  clinical  response  to 
granulocyte  transfusions. 

The  transfusion  of  granulocytes  is  still  under 
investigation,  and  is  not  yet  considered  a regular 
or  obligatory  form  of  treatment.  There  is  still  no 
general  agreement  as  to  which  patients  should  be 
transfused;  what  type  of  infections  respond  best; 
how  many  cells  should  be  given  per  transfusion; 
whether  CFC  cell  collection  is  as  good  as  or  better 
than  FL;  how  often  transfusions  should  be  given; 
whether  prophylactic  transfusions  are  of  value  in 
uninfected  leukopenic  patients;  and  even  whether 
granulocyte  transfusions  accomplish  anything  at 
all.  Most  of  those  working  in  this  field  have  the 
strong  clinical  impression  that  many  patients 
have  been  helped  through  septic  episodes  that 
would  otherwise  have  been  fatal,  but  proving  this 
scientifically  has  been  difficult  and  controversial. 

There  is  some  informal  consensus  among  those 
studying  granulocyte  transfusions  to  restrict  them 
to  patients  with  granulocyte  counts  below  500  to 
1000  cu  mm,  and  who  are  suffering  from  some 
form  of  sepsis.  The  criteria  for  the  latter  vary 
considerably,  from  fever  alone  in  some 
institutions  to  positive  bacteriologic  cultures  in 
others.  In  addition,  some  investigators  transfuse 
only  patients  who  fail  to  respond  to  antibiotics,6 
while  others  give  granulocytes  to  all  infected 
neutropenic  patients.  A few  institutions  are 
carrying  out  controlled  studies  on  uninfected 
neutropenic  patients.  Most  workers  are  agreed 
that,  if  granulocyte  transfusions  are  to  be  given, 
they  should  be  given  at  least  daily,  until  the 
infection  has  cleared,  or  the  patient’s  marrow  has 
regained  granulocytopoietic  function.  There  is 


Figure  1.  Blood  donor  undergoing  leukapheresis  at  the 
University  of  Arizona.  From  Huestis,  D.W.,  Bove,  J.R.  and 
Busch,  S.  Practical  Blood  Transfusion,  2nd  ed.,  Boston: 
little,  Brown  &:  Co,  in  press,  1975  (with  permission). 

also  now  a general  feeling  that  each  transfusion 
should  consist  of  not  less  than  1010  granulocytes, 
and  preferably  2 lo  3 x 1010. 

COLLECTION  OF  GRANULOCYTES. 

Since  granulocytes  have  a density  very  nearly 
the  same  as  red  cells  and  only  slightly  heavier  than 
lymphocytes,  they  are  difficult  to  separate  from 
these  other  cells  by  purely  centrifugal  means.  It 
was  noted  after  development  of  CRC  methods 
(e.g.,  using  the  NCI -IBM  or  Aminco  cell 
separators)  that  the  addition  of  certain 
macromolecular  agents  improved  the 
sedimentation  characteristics  of  red  cells  and 
permitted  much  better  collections  of 
granulocytes.  Such  agents  include  dextran, 
hydroxyethyl  starch  (FIES)  and,  in  Europe, 
modified  gelatin  preparations  (e.g.,  Plasmagel). 
In  this  country,  HES,  an  apparently 
nonimmunogenic  synthetic  starch,  licensed  as  a 
plasma  expander,  has  been  used  with 
considerable  success.  It  seems  to  have  virtually  no 
demonstrable  adverse  effects  on  either  patient  or 
donor.  By  the  addition  of  HES,  we  were  able  to 
modify  the  Haemonetics  blood  processor,  a CFC 
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apparatus  used  primarily  for  plateletpheresis,  to 
yield  adequate  amounts  of  granulocytes  as  well  as 
platelets.4  Figure  1 shows  a donor  undergoing 
leukapheresis  on  this  machine  in  a program 
operated  for  the  Tucson  area  out  of  the  Arizona 
Medical  Center. 

As  a further  means  of  increasing  donor 
granulocytes  available  for  collection,  steroids 
have  been  used  to  promote  granulocytosis. 
Prednisone,  dexamethasone,  hydrocortisone,  and 
etiocholanolone  have  been  used  and  all  have 
proven  effective  in  improving  yields  of 
granulocytes.  Using  HES  and  steroid,  CFC 
methods  are  able  to  yield  between  a mean  of  2 to 
2.5  x 1010  granulocytes  in  about  an  average  3 hours 
of  donor  time.  The  advantages  of  CFC  methods 
are  versatility,  ability  to  provide  platelets  as  well 
as  granulocytes,  and  gentle  processing  of 
leukocytes.  Disadvantages  are  lower  yields  of 
granulocytes,  and  high  cost  of  original 
equipment. 

FT  methods,  by  which  granulocytes  from 
heparinized  donor  blood  adhere  reversibly  to 
nylon  filter  fibers,* 2 3  can  produce  more  cells  than 
CFC  methods  (a  mean  of  2 to  4 x 1 010),  and 
comparatively  unmixed  with  lymphocytes  and 
platelets.  These  granulocytes,  however,  do  not 
survive  as  well  in  the  recipient,  and  are 
demonstrably  slightly  damaged  by  the  adhesion 
process.  In  addition,  there  are  increased  reactions 
in  both  donors  and  recipients.  How  much  this 
means  clinically  remains  uncertain.  Higby’s 
controlled  series  in  Buffalo  showed  clinical 
response  to  FL  collected  cells,  so  it  may  be  that  the 
minimal  cell  damage  is  overcome  by  the  larger 
numbers  transfused.3  There  have,  however,  been 
problems  with  the  supply  and  quality  of  available 
nylon  fibers,  and  these  variables  have  affected  the 
numbers  and  characteristics  of  the  cells  collected. 
Figure  2 shows  the  comparative  yeilds  of  various 
methods  of  collecting  granulocytes. 

RESULTS  OF  TRANSFUSION 

There  have  been  few  controlled  studies  ol 
granulocyte  transfusion,  i.e.,  in  which  patients 
receiving  conventional  antibiotic  thereapy  are 
compared  with  those  receiving  conventional 
treatment  plus  granulocyte  transfusions.  Graw 
and  his  associates  at  the  National  Cancer  Institute 
showed  a significant  difference  between 
untransfused  controls  and  those  receiving  four  or 
more  granulocyte  transfusions.2  Higby  and  his 
associates  at  the  Roswell  Park  Memorial  Cancer 
Institute,  Buffalo,  New  York,  likewise  found 
significantly  better  survival  and  lysis  of  fever  in 
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Figure  2.  Quantities  of  granulocytes  collectable  by  different 
procedures. 

patients  transfused  with  cells  obtained  by  FL.3  On 
the  other  hand,  McCullough  and  co-workers  in 
Minneapolis  (preliminary  data)  found  no 
significant  difference  between  transfused  and 
non-transfused  patients.  It  must  be  emphasized 
that  the  controlled  series  have  all  been 
comparatively  small.  Freireich  and  McCredie’s 
group  at  the  M.  D.  Anderson  Hospital  in 
Houston,  in  a very  large  series,  have  shown  a good 
survival  of  patients  with  septic  episodes 
unresponsive  to  antibiotics,6  but  they  have  no 
untransfusable  controls.  At  the  Arizona  Medical 
Center,  we  find  significantly  improved  survival  of 
infections  in  recipients  w ho  have  received  four  or 
more  granulocyte  transfusions  compared  with 
those  w?ho  received  less  than  four.  These  patients 
were  given  granulocyte  transfusions  immediately 
on  evidence  of  infection,  without  waiting  to  see 
whether  or  not  they  responded  to  antibiotics. 

While  the  procedure  is  still  open  to  some 
doubts  and  controversies,  particularly  with 
respect  to  methodology  and  quantitiative 
considerations,  it  seems  likely  that  granulocyte 
transfusion  w ill  soon  become  a regular  part  of  the 
armamentarium  of  therapy  against  leukemia  and 
cancer. 

ACKNOWLEDGEMENT 

I bis  work  was  supported  by  grants  from  Blood 
Services,  Inc.,  Scottsdale,  AZ,  from  the  American 
National  Red  Cross,  Washington,  D.C.,  and  from 
the  National  Institutes  of  Health  (CA  17094-01), 
Bethesda,  MD. 

REFERENCES 

I Bodey . Cl*  <i  .il  Quantitaliye  iclationship  between  < mutating  leukocytes 
.ind  infection  in  patients  with  at  tile  leukemia.  Ann.  Ini  Med.  5-1:328.  1965 

2.  (.iaw,  R.(»  , n al  Noimal  gianuloc  \ te  tianslusiun  theiapy . New  Kngl.J.Met*. 
287:357.  1972. 

3.  Higby,  D.J..  Hendci son.  I S.  and  Holland.  J.K.  Kiliiation  leukapheiesis 
loi  gianuloc  yte  tianslusion  therapy  Clinical  and  laboiatoiy  results.  Ney\ 
Kngl.  J.  Med.  292:751 . 197a. 

I Huestis.  I).\\.,  it  al.  Use  ol  hydioxyethvl  siaiih  to  improve  gianulot  yte 
collection  with  the  Latham  blood  processor  Iianslusion.  1975  (in  press), 
a.  l.evine.  A.S..  (.iaw,  R (»  . and  Noung.  R(  Management  ol  infections  in 
patients  y\ith  leukemia  and  lymphoma  (uncut  < oik  (pis  and  expel  uncntal 
apptuachcs.  Semin.  Ilematol.  9: 1 1 1 . 1972. 
b M((  icdic.  KB.  el  al  Platelet  and  leukocyte  tiatlslusions  in  at  UK  leukemia. 
Human  Pathol,  .a: 599.  1971 


ARIZONA  MEDICINE 


Seminars  in  Endocrinology 


and  Metabolism 


ENDOCRINE  ABNORMALITIES  PRODUCING 
CARBOHYDRATE  INTOLERANCE 


VINCENT  BYRNES,  M.D. 


Continuing  with  the  present  issue  of  Arizona 
Medicine  is  the  series  of  articles  entitled  “Semi- 
nars in  Endocrinology  and  Metabolism.”  The 
purpose  of  these  short  review  articles  is  twofold. 
First,  due  to  the  rapid  proliferation  of  new 
knowledge  in  the  field  of  endocrinology  and  the 
multiple  tests  available  for  their  evaluation, 
short,  clinically  oriented  reviews  would  enable 
the  physician  to  keep  abreast  of  these  newer  de- 
velopments as  they  relate  to  their  practice.  In 
addition,  with  great  stress  being  placed  on  vol- 
untary recertification  in  many  subspecialties,  re- 
views such  as  they  could  serve  as  an  authorita- 
tive, succinct  teaching  forum.  The  editors  will 
endeavor  to  accomplish  these  goals  by  utilizing 
the  talents  of  practicing  physicians  as  guest  con- 
tributors to  this  series.  Feedback,  both  positive 
and  negative,  is  encouraged  in  order  to  help  us 
fulfill  these  objectives. 

MARSHALL  B.  BLOCK,  M.D.  Editor 

There  are  many  endocrine  conditions  other 
than  genetic  diabetes  mellitus  that  can  produce 
abnormalities  in  carbohydrate  tolerance.  These 
abnormalities  usually  remit  once  the  underlying 
'endocrine  dysfunction  is  corrected.  This  short 
review  will  attempt  to  briefly  discuss  these  various 
endocrine  conditions  so  as  to  alert  the  physician 
to  the  possibility  that  when  an  abnormal  glucose 
tolerance  test  is  obtained,  true  genetic  diabetes 
mellitus  may  not  be  responsible. 

Greater  than  physiological  quantities  of 
glucocorticoids  administered  for  therapeutic 
considerations  or  endogenous  overproduction  by 
the  adrenal  gland  of  these  compounds  can  give 


rise  to  abnormalities  in  glucose  tolerance.  A 
partial  explanation  for  these  changes  probably 
involves  an  increased  glucagon-insulin  ratio  in 
the  portal  vein.  This  leads  to  increased  glucose 
production  by  the  liver  due  to  enhanced 
glu coneogenesis  and  glycogen  olysi  s. 
Additionally,  an  “end-organ  antagonism”  to  the 
action  of  insulin  occurs  when  large  quantities  of 
these  compounds  are  present.  Usually  the  history 
reveals  the  apparent  steroid  administration  or  the 
development  of  the  signs  and  symptoms  of 
adrenal  gland  overactivity.  Removal  of  the 
offending  agent(s)  or  correction  of  the  underlying 
adrenal  or  pituitary  lesion  producing  the 
excessive  glucocorticoid  state  causes  a remission 
in  the  carbohydrate  abnormalities  unless  true 
genetic  diabetes  mellitus  is  present. 

Another  adrenocortical  gland  condition. 
Conn’s  syndrome,  can  produce  abnormalities  in 
carbohydrate  tolerance  due  to  excessive 
mineralocorticoid  production.  Although 
aldosterone,  the  major  mineralocorticoid 
produced  by  the  adrenal  gland,  has  minimal 
glucocorticoid  actions,  the  total  body  potassium 
loss  accompanying  the  oversecretion  of  this 
hormone  can  give  rise  to  abnormalities  in  insulin 
secretion.  Apparently,  hypokalemia  decreases 
insulin  secretion  and  it  may  actually  increase  the 
proportion  of  proinsulin,  an  insulin  precursor, 
secreted  into  theciruc  idation.  Recovery  to  normal 
of  total  body  potassium  usually  ameliorates  the 
diabetic  state.  A similar  mechanism  of  action  for 
carbohydrate  intolerance  that  one  sees  in  patients 
receiving  thiazide-containing  diuretics  has  been 
proposed. 

FROM:  Depi.  of  Medicine.  Good  Samaritan  Hospital.  Phrxnix. 
AZ  85006  (Dr.  Byrnes). 
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A third  condition  of  the  adrenal  gland 
associated  with  abnormalities  in  carbohydrate 
tolerance  involves  the  adrenal  medulla  and  the 
excessive  production  of  catecholamines. 
Pheochromocytomas  have  been  implicated  in 
producing  abnormal  carbohydrate  tolerance 
through  several  mechanisms.  Epinephrine  and 
norepinephrine  can  suppress  pancreatic  beta  cell 
secretion  of  insulin.  They  may  also  increase 
hepatic  glucose  production  via  stimulating 
glycogenolysis.  Patients  with  pheochromo- 
cytomas may  thus  have  a glucose  tolerance  curve 
simulating  that  seen  in  an  adult  onset  type 
diabetic  patient.  Correction  or  removal  of  the 
pheochromocytoma  usually  leads  to  reversal  of 
these  abnormalities. 

Chronic  hypercalcemia  due  to  hyperpara- 
thyroidism has  also  been  shown  to  antagonize 
glucose  homeostasis.  Apparently,  resistance  to 
the  peripheral  action  of  insulin  occurs  in  this 
state.  Glucose  tolerance  testing  in  this  condition 
demonstrates  increased  insulin  secretion  which 
reverts  to  normal  following  removal  of  the 
parathyroid  adenoma  and  correction  of  the 
hypercalcemia.  Interestingly,  calcium  apparently 
exerts  a significant  positive  influence  on 
pancreatic  secretion  of  insulin. 

Acromegaly,  due  to  a pituitary  tumor 
oversecreting  of  growth  hormone  very  frequently 
can  produce  abnormalities  in  glucose  tolerance 
curves.  The  degree  of  carbohydrate  intolerance 
varies  according  to  the  activity  of  the  disease  and 
the  secretion  of  growth  hormone.  Whether  it  is 
the  growth  hormone  itself  or  other  factors 
generated  in  the  periphery,  i.e.,  somatomedin, 
etc.,  which  produces  these  insulin  antagonistic 
characteristics  is  difficult  to  know  with  certainty. 
Growth  hormone  itself  appears  to  be 
diabetogenic  in  that  in  hypophysectamized 
diabetic  patients,  growth  hormone  administered 
daily  leads  to  exacerbation  of  their  diabetes  and  to 
the  development  of  ketosis. 

There  is  evidence  that  hyperthyroidism  can 
cause  not  only  hyperglycemia  but  also  ketosis. 
Increased  thyroid  hormone  may  increase  glucose 
intestinal  absorption,  cause  permanent 
pancreatic  damage,  can  increase  the  degradation 
of  insulin  and  can  give  rise  to  liver  abnormalities 

which  in  turn  would  influence  the  hepatic 
handling  of  insulin  and  glucagon.  Furthermore, 
decreased  hepatic  glycogenesis  and  increased 
glycogenolysis  have  also  been  implicated  in  the 
carbohydrate  intolerance  of  hyperthyroidism. 


Similarly,  hypothyroidism  can  also  produce 
changes  in  carbohydrate  metabolism  which  can 
mimic  the  diabetic  state.  These  are  reversed  with 
replacement  therapy. 

Increased  secretion  of  glucagon  by  a tumor  of 
the  Islets  of  Langerhans  can  also  produce 
abnormalities  in  carbohydrate  tolerance  which 
can  be  mistaken  for  genetic  diabetes  mellitus.  In 
fact,  several  such  cases  have  recently  been  reported 
with  complete  amelioration  of  the  diabetic  state 
following  removal  of  the  tumor.  Since  glucagon 
is  a potent  gluconeogenic  and  glycogenolytic 
agent  it  is  not  surprising  that  hyperglycemia 
results  from  its  continued  secretion.  Most  of  the 
effects  of  glucagon  are  probably  mediated 
through  hepatic  metabolism  and  with  correction 
of  the  high  levels  in  the  portal  vein  these  changes 
slowly  revert.  Recent  use  of  agents  known  to 
inhibit  the  release  of  glucagon  in  normal  man  as 
well  as  in  diabetic  patients  has  shown  that 
glucagon  is  a potent  agent  in  regulation  of 
carbohydrate  metabolism. 

Similarly,  tumors  of  the  beta  cells  themselves, 
insulinomas  or  carcinomas,  can  produce 
abnormal  glucose  tolerance  curves.  Apparently, 
alterations  in  the  rate  of  secretion  and  the 
responsiveness  of  the  Islets  to  normal  stimuli  are 
responsible  for  these  changes. 

Finally,  there  are  several  miscellaneous 
conditions  beyond  the  scope  of  this  review  which 
can  also  effect  carbohydrate  tolerance.  For 
instance,  iron  deficiency  anemia  and  chromium 
deficiency  can  cause  the  glucose  tolerance  test  to 
appear  “diabetic”. 

In  summary  then,  there  are  many  endocrine 
conditions  which  can  produce  abnormalities  in 
carbohydrate  tolerance  which  can  mimic  that  of 
true  genetic  diabetes  mellitus.  It  is  incumbent 
upon  the  physician  caring  for  patients  who 
present  with  these  mild  changes  to  be  certain  that 
these  other  underlying  conditions  are  not  present. 
For  if  they  are,  their  correction  can  lead  to 
complete  amelioration  of  the  diabetic  state, 
something  we  cannot  readily  do  for  genetic 
diabetes  mellitus. 
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Physicians  have  the  responsibility  of  providing 
better  health  for  the  “whole  person.”  Yet  in  the 
day  to  day  practice  of  medicine  we  often 
concentrate  our  efforts  on  solving  only  those 
immediate  patient  problems  which  fall  within 
our  area  of  expertise. 

In  so  doing,  we  may  overlook  one  of  the 
patient’s  most  prevalent  health  problems,  dental 
disease,  and  its  most  obvious  preventive 
treatment,  community  water  fluoridation. 


Dental  disease,  both  decay  and  periodontal 
problems,  affects  more  than  ninety  percent  of  the 
population  of  Arizona.  Fifty  percent  of  the 
pediatric  population  have  decayed  teeth  by  age 
two  years.  The  average  fourteen-year-old  has 
eleven  decayed,  missing  or  filled  teeth.  In 
addition,  over  fifty  percent  of  our  senior  citizens 
have  no  teeth  at  all. 

Dental  disease  can  be  dramatically  reduced  by 
using  preventive  methods  such  as  proper  diet  and 
daily  brushing  and  flossing.  However,  over  sixty 
years  of  research  and  thirty  years  of  experience 
have  shown  that  adjustment  of  the  fluoride 
content  of  community  water  supplies  to  an 
optimal  level  is  the  most  efficient,  effective  and 
economical  method  of  reducing  dental  decay. 
Studies  have  consistently  shown  a 60  to  65  percent 
reduction  in  dental  decay  in  children  who  drink 
optimally  flouridated  water  from  birth  thru 
middle  teens.  During  this  period,  the  permanent 
teeth  are  developing  and  the  fluoride  intake 
makes  the  teeth  more  resistant  to  decay  by 
increasing  the  surface  area  of  the  crystalline 
structure  of  the  enamel. 

The  benefits  derived  from  drinking  optimally 
fluoridated  water  are  not  limited  to  children. 
Numerous  studies  on  adult  populations  have 
shown  that  adults  who  are  born  and  remain  in 
communities  with  optimal  level  fluorides  in  their 
water  supply  have  40  to  60  percent  fewer  decayed, 
missing,  and  filled  teeth  in  their  middle  forties 
than  their  counterparts  in  non-fluoridated 
communities.  Another  benefit  of  fluoride  intake 
by  adults  is  (he  prevention  or  reduction  in  the 
development  of  osteoporosis. 

These  benefits  can  be  obtained  at  a cost  of  about 
20  cents  per  person  per  year.  The  fee  for  one  filling 
would  pay  for  the  cost  of  community  fluoridation 
for  one  person  for  a lifetime.  From  an  economic 
standpoint,  the  per  capita  cost  of  various  dental 
programs,  such  as  Headstart,  employee  pre-paid 
programs,  and  Medicaid,  are  about  half  as  much 
in  fluoridated  areas  when  compared  to  areas  not 
optimally  fluoridated. 

While  it  is  generally  assumed  that  the  water 
supplies  of  the  larger  metropolitan  areas  in 
Arizona  are  optimally  fluoridated,  in  reality  only 
three  communities  — Bisbee,  Tempe  and 
Flagstaff  — have  elected  to  adjust  to  an  optimal 
level  the  fluoride  content  of  their  community 
water  supplies. 

All  water  contains  some  fluoride,  but  80  percent 
of  our  drinking  water  is  fluoride  deficient.  These 
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water  systems  require  an  upward  adjustment  of 
the  fluoride  level  to  the  optimum  of 
approximately  one  part  per  million.  This 
optimal  level  can  be  maintained  by  time  tested, 
safe  engineering  procedures.  Arizona  cannot 
afford  continued  delay  in  bringing  this  preventive 
health  measure  to  all  parts  of  our  state. 

The  Department  of  Health  Services  has 
launched  a program  to  insure  that  all  residents 
of  Arizona  become  aware  of  and  receive  the 
benefits  from  optimal  levels  of  fluoride  in  their 
community  water  supplies.  This  program  has 
two  major  facets. 

In  order  to  insure  that  all  Arizonans  are  made 
aware  of  the  benefits  of  optimally  fluoridated 
water,  a public  awareness  program  is  being 
developed  which  will  utilize  mass  media  and 
group  presentations,  as  well  as  making  available 
handout  literature  concerning  the  benefits  of 
fluoridation. 

Secondly,  in  order  to  insure  that  all  Arizona 
residents  receive  the  benefits  from  optimal  levels 
of  fluoride,  the  Department  intends  to  develop 
and  implement  regulations  which  will  require 
the  optimal  fluoridation  of  all  water  supplies 
serving  the  public. 

I have  requested  a group  of  citizens  and  health 
professionals  to  form  a Task  Force  for  Better 
Dental  Health.  Working  with  staff  members  of 
this  Department,  under  the  direction  of  the 
Bureau  of  Dental  Health,  they  are  charged  to 
develop  and  implement  a program  insuring  that 
all  Arizonans  are  made  aware  of  and  receive  the 
benefits  from  optimally  fluoridated  water. 

I’he  Board  of  Directors  of  the  Arizona  Medical 
Association  endorsed  the  concept  of  community 
fluoridation  in  September,  1974,  by  passing  the 
folowing  resolution:  “Resolved,  that  the  Arizona 
Medical  Association  endorse  the  concept  of 
appropriately  monitored  community  water 
fluoridation  as  a safe,  economical  and  efficent 
measure  for  preventing  dental  disease.”  In 
addition  to  support  by  resolution,  the 
Department  needs  the  active  participation  of  the 
medical  profession  in  order  to  implement  this 
truly  preventive  measure. 

If  you  are  willing  to  assist  in  this  program  by 
speaking  about  community  water  fluoridation  at 
civic  and  professional  community  gatherings,  by 
distributing  fluoridation  literature  to  your 
patients  through  your  office,  or  by  testifying 
during  the  public  hearing  process,  please  contact 
the  Bureau  of  Dental  Health  at  271-5877. 


VICE  - ADVICE 


WILLIAM  B.  McGRATH,  M.D. 


A vice,  as  you  know,  would  be  a virtue  in 
moderation.  Of  the  seven  deadly  sins  one  certainly 
needs  some  pride,  some  covetousness,  some  lust 
and  envy  and  gluttony  and  sloth.  The  absence  or 
opposite  of  any  of  these  traits  would  be  just  as 
deadly. 

There  are  several  disorders  which  have  in 
common  a kind  of  self-indulgence,  not  unlike 
onanism.  They  engage  a lot  of  the  physician’s 
time  and  effort.  We  have  reference  mostly  to 
obesity  and  alcoholism  and  cigarette  addiction. 
One  could  include  compulsive  gambling, 
promiscuity,  drug  abuse,  extravagance  or  any 
other  excess.  (Remeber:  each  of  these  is  a gerund, 
not  a noun). 

Whether  one  views  bad  habits  as  sins  or  diseases 
will  determine  his  attitude.  As  scientists  we  are 
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not  supposed  to  moralize.  Still,  our  religious 
heritage  has  not  lost  influence  and,  pray  God, 
never  will. 

Nevertheless,  a doctor  should  seldom  if  ever  tell 
a patient:  “You  ought  to  quit  smoking.”  Such  an 
admonition  is  patronizing  and  offensive.  The 
patient  has  said  the  same  thing  to  himself  ten 
thousand  times.  He  is  already  on  the  defensive, 
self  recriminating  and  nearly  defeated. 

When  fifty  or  a hundred  authority  figures  and 
friends  keep  telling  an  individual  that  he  must 
desist,  they  are  only  cementing  his  resistance,  his 
stubbornness.  What  appears  to  be  a foolish 
perversity  may  have  much  deeper  significance  to 
the  heavy  smoker  (or  eater  or  drinker) 
unbeknownst  even  to  himself.  He  may  have  a 
major  conflict  between  compliance  and 
independence.  And  for  him  the  independence  — 
not  always  to  do  as  he  is  told,  — may  have  a 
survival  value  more  than  worth  the  risks  of  his 
habit. 

A physician  of  our  acquaintance  had  rigid 
parents  and  a domineering  older  brother.  Even 
yet,  if  the  whole  AMA  (big  brother)  insisted  that 
he  sign  a certain  paper  by  Thursday,  he  would 
wait  until  Friday.  He  recognizes  that  this  is  quite 
childish  and  irrational,  testing  disaster.  But  he 
still  sometimes  has  to  prove  to  himself  that  he  is 
not  submissive  and  will  not  be. 

One  may  cut  off  his  nose,  not  to  spite  one’s  face 
but  to  save  it.  For  a patient  to  capitulate  to  the 
pressures  others  put  on  him  (to  quit  smoking  or 
drinking,  for  example)  might  be  a signal  that  he 
has  no  choice,  that  he  must  always  surrender  or 
obey  and  do  what  he  is  told.  He  might  not  be 
conscious  of  the  signal,  as  such,  but  the  doctor 
who  misses  it  is  lacking  depth  of  perception. 

A patient  submits:  “I  know  I should  quit 
but  I guess  I just  don't  have  enough  will 
power.  Holy  Smoke!  When  will  we  realize  that 
will  power  has  nothing  todo  with  it?  If  we  have  to 
employ  that  term  we  might  suggest  that  it  takes 
more  will  power  to  persist  in  harming  one’s  self 
than  not  to!  I he  vices  ol  the  perfectionist  are  as 
staunch  and  unyielding  as  his  virtues.  Many 
persons  who  have  very  strong  characters  and 
manifest  self-disciplines  will  yet  defeat 
themselves  when  they  try  to  “overcome”  an 
isolated  habit  They  are  secretly  unwilling  — 
afraid. 

Why?  The  human  is  just  as  nervous  as  any 
intelligent  animal.  His  territory  is  as  fraught  with 
known  and  unseen  dangers  as  that  of  a deer  in 


hunting  season.  At  any  moment  and  without 
warning  a person  can  be  shot  down  by  a coronary 
or  a stroke,  by  a car  accident  or  a criminal,  by  a law 
suit,  by  a real  or  calumnious  scandal,  or  by  any 
fatal  error  in  judgement. 

An  individual’s  confidence  (will  power?)  can  be 
torn  asunder  by  the  conflict  between  continuing 
to  smoke  or  drink  and  the  unforseeable  risks  of 
quitting.  He  doubts  that  he  would  be  able  to  cope 
with  any  increase  in  nervousness  and  irritability. 
(By  “irritability”  we  mean  hyper-sensitivity  to 
stimuli).  A man  is  areally  afraid  that  he  will  go  to 
pieces  and  make  a fool  of  himself.  This  sounds  a 
bit  exaggerated;  but  does  not  any  decision  become 
a federal  case  when  it  has  been  rehearsed  too  long? 

Alcoholics  have  slogans,  like:  Do  not  take  that 
first  drink.  Well,  a drink  in  itself  might  not  seem 
very  important.  But  a person  spiritually 
impoverished  and  without  happiness  or  hope 
may  come  to  regard  that  first  drink  as  absolutely 
essential.  How  else  will  he  get  through  the  day? 
What  else  does  he  have  to  look  forward  to,  besides 
sleep?  If  we  warn  an  unhappy  person  that 
smoking  or  drinking  will  shorten  his  life,  we  may 
be  issuing  an  invitation.  Who  wants  to  spend  a 
terminal  five  years  in  a nursing  home  and  in  a 
posey  belt?  “The  surgeon  general  has  determined 

A person  who  has  become  dependent  on 
alcohol  for  relaxation  can  hardly  imagine  doing 
without  it.  To  give  up  drinking  would  mean  to 
give  up  relaxation.  In  desparation  such  an 
individual  may  finally  come  into  the  hospital. 
Now  he  is  removed  from  his  ordinary  associations 
and  relieved  of  his  responsibilities  and  the  need  to 
keep  up  a front.  And  he  will  be  quite  happily 
surprised:  his  dread  of  withdrawal  proves 

groundless.  This  is  a pleasure  to  witness. 

With  reference  to  substances  like  tobacco  or 
marijuana,  one  reads  of  a purely  psychological 
dependence  or  addiction.  This  is  absurd.  It  is  not 
some  feathered  psyche  but  the  tangible 
functioning  organism  whic  h develops  a tolerance 
for  nicotine  or  cannabinol  or  for  excesses  of  food 
or  drink.  It  is  the  whole  organism  which  suffers 
withdrawal.  Any  withdrawal  reaction  has 
autonomic  similarities  to  a severe  hypoglycemia. 
The  fictional  term,  “psyche,”  should  be  grounded 
and  replaced  by  “cerebral.  Psycholgy  is  a myth 
whenever  it  is  uprooted  from  physiology. 

To  break  a habit  entails  two  separate  tasks.  A 
mistake  people  make  is  to  try  to  accomplish  both 
at  once.  First  the  habit  itself  can  be  broken.  The 
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associations  or  patterns  or  linkages  can  be 
disrupted.  For  a few  days  a person  can  go  ahead 
and  smoke  or  drink,  but  not  in  the  usual 
circumstances.  He  should  not  automatically  light 
a cigarette  after  meals,  for  example,  or  at  the  end 
of  an  interview  or  on  leaving  a theater.  When  the 
habitual  sequences  have  been  more  or  less 
extinguished,  it  will  be  much  easier  to  attain  total 
abstinence. 

These,  then,  are  three  matters  to  be  taken  into 
consideration  before  we  give  unsolicited  advice 
about  a bad  habit. 

I .  Is  the  patient  willing?  Will  power  means  no 
more  than  being  willing.  A person  who  is  told 
that  he  has  to  do  something,  probably  won’t.  If  he 


wants  to,  he  will. 

2.  Is  he  afraid?  He  must  be  convinced  that  the 
consequences  will  be  tolerable.  The  thought  of 
feeling  better  is  as  frightening  as  the  thought  of 
feeing  worse.  One  has  grown  carefully  used  to  his 
known  miseries. 

3.  Does  he  have  any  other  compensations  ot 
avenues  of  escape? 

When  a person  does  ask  us  to  help  him  give  up 
smoking  or  drinking  or  overeating,  the  kindest 
words  of  all  are:  Do  not  be  afraid.  Do  not  be  afraid 
that  you  are  being  coerced  back  into 
submissiveness.  Do  not  be  afraid  that  you  will 
shatter  like  a crystal  goblet.  Do  not  be  afraid  that 
you  will  either  despair  or  blindly  revolt. 


Letters  to  Editor 

J 


June  9,  1975 

Bruce  Robinson, 

Executive  Director 

810  W.  Bethany  Home  Road 

Phoenix,  Arizona  85013 

Dear  Bruce, 

Here  in  Pima  County  we  are  aware  that  we  do 
have  several  doctors  that  are  drug  abusers.  I don’t 
think  that  any  of  them  have  yet  been  reported.  II 
they  have,  I am  glad  that  I don’t  know.  This  is  a 
problem  that  will  probably  be  seen  with  greater 
frequency  as  time  goes  on,  with  the  pressures  of 
time,  scheduling,  etc. 

I would  like  you  to  know  that  I am  deeply 
involved  with  Tucson  Awareness  House  which  is 
a drug  treatment  program.  At  the  present  time  we 
have  a program  called  "Drug  Free".  We  deal  with 
those  patients  who  have  a drug  problem  and  feel 
they  do  not  need  institutional  care.  We  do  provide 
in-patient  care  at  our  Amity  House.  We  do  have  a 
very  similai  program  to  yours  in  Phoenix  called, 
"Home."  This  program  has  been  designed  aftei 
the  original  program  in  California.  It  is  alike 
except  for  the  drug-free  program  which  is  group 
and  one  to  one  counseling  with  personality  and 
direction  support  by  well  qualified  counselors. 

I would  like  to  bring  this  source  to  youi 
attention  as  this  might  be  a referral  for  those 
doctors  in  the  Pima  County  and  Pinal  County 
area  that  could  be  handled  very  delicately.  I do  not 


know  to  this  date  what  charges  are  being  made, 
but  we  do  have  a fee  for  service  which  is  expense 
related  only.  We  are  a non-profit  organization 
and  part  of  CODAC. 

I would  like  to  make  you  and  the  Arizona 
Medical  Association  as  well  as  the  Board  or 
Medical  Examiners,  aware  that  we  do  take  legal 
referrals  into  the  drug-free  program  also.  Many 
referrals  have  come  to  us  through  the  courts.  So 
far,  we  have  been  successful,  not  necessarih  in 
removing  the  drug  habit,  but  in  growth 
development.  This  in  turn  reduces  and  teaches 
other  methods  of  handling  the  stresses  and  strains 
of  today’s  world. 

At  present  I am  working  on  an  artic  le  on  drug 
abuse  and  of  the  methods  used  by  the  Tucson 
Awareness  House  to  present  to  the  Arizona 
Medic  ine  Journal  so  that  our  profession  is  more 
aware  of  what  the  avai  1 i bili  ties  are  for  drug  abuse- 
control  . 

Thank  you  for  the  opportunitx  to  express  our 
availability  and  I tilth  hope  that  we  can  be  of 
service  to  the  profession  in  the  future.  Any 
correspondence  can  Ire  addressed  to  me  either  at 
Tucson  Awareness  House  or  to  my  office. 

Very  truly  yours, 

Robert  J.  Oliver,  M I). 

Vice-President  of  Tucson 
Awareness  I louse. 
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Editor 

Arizona  Medicine 
Dear  Sir: 

Adverse  Acupuncture  Reaction 

In  recent  years  there  has  been  a trend  toward 
increasing  interest  in  adverse  reactions,  possibly 
associated  with  a diminution  in  interest  in 
therapeutic  effects.  This  is  seen  particularly  in  the 
case  of  proposed  medications  which  must  be 
proven  therapeutically  by  means  of  multiple, 
mutually  c o n f i r m a t o r y , d o u b 1 e - b 1 i n d , 
statistically  significant  studies,  but  to  which 
undesired  reactions  are  sometimes  attributed 
despite  a minimum  of  evidence. 

I he  recent  interest  in  acupuncture  was 
reviewed  in  depth  by  Bonica,1  who  did  mention 
the  need  for  aseptic  technic.  The  case  reported 
below  confirms  the  importance  of  such  care  as 
well  as  one  of  the  potential  dangers  associated 
with  acupuncture. 

I first  saw  Mrs.  M.  B.  on  6 1 1 73  at  which  time 
she  weighed  293  pounds.  She  is  63  inches  tall.  The 
remainder  of  the  physical  examination  was 
essentially  negative.  Ordinarily  the  first  month  of 
my  treatment  for  exongenous  obesity  consists  of 
sympathetic,  patient  advice,  a 1200  calorie 
exchange  diet,  and  one  of  the  many  anorexogenic 
compounds.  After  a 30  day  trial,  I either  switch  to 
an  alternative  medication  (to  avoid  tolerance)  or, 
if  the  weight  reduction  is  not  satisfactory,  I begin 
the  endocrine  function  studies. 

In  the  case  of  Mrs.  M.  B.,  she  next  consulted  one 
of  my  colleagues  about  her  weight  on  5 24  74, 
which  was  almost  a year  later.  By  this  time  she 
weighed  325  pounds.  He  attempted  treatment 
similar  to  that  which  I had  tried  the  year  before. 

I h i ( oopetation  was  probably  similar,  since  none 
of  us  in  the  clinic  saw  her  again  until  three 
months  later. 

On  6 19  / 1 , she  returned  with  her  weight  down 
from  325  pounds  to  322  pounds.  At  this  time  her 
story  was  that  she  was  controlling  her  weight  by 
means  of  acupuncture.  She  showed  me  two 


metalic  staples  which  were  gold  in  color.  They 
had  been  placed  in  the  cavum  of  each  of  the 
auricular  conchae.  Around  each  staple  the  tissue 
was  red  and  tender.  She  said  it  was  very  painful. 

Since  both  areas  were  obviously  infected,  I 
removed,  first,  the  left  ear  staple.  I regretted  the 
absence  of  pre-medication  as  soon  as  I pulled  the 
thing  out.  The  procedure  was  painful.  The  staple 
itself  did  come  out,  along  with  a droplet  of 
purulent,  yellow  material.  Hastily,  I admin- 
istered 100  mg.  of  Demerol  intramuscularly 
and  waited  20  minutes  before  removig  the  second 
staple.  Like  the  first,  it  had  a small  amount 
of  pus  adherent  to  it. 

Culture  of  the  pus  revealed  a fungus  identified 
by  the  laboratory  as  “not  C.  albicans”  plus  a 
coagulase  negative  Staphylococcus.  The 
Staphylococcus  was  resistant  to  Ampicillin, 
Penicillin,  Sulfonamides,  and  Tetracyclines.  It 
was  sensitive  to  Cephalosporin,  Erythromycin, 
Kanamycin,  Li  neomycin,  Methicillin, 
Neomycin,  Oleandomycin,  and  Streptomycin. 

Removal  of  the  foreign  body,  plus  associated 
incision  and  drainage  proved  adequate  so  that  by 
the  time  the  sensitivities  had  been  reported  by 
the  laboratory  the  infections  had  subsided. 

In  summary  this  case  has  been  presented  to 
illustrate  the  need  for  aseptic  technic  in 
acupuncture.  Staphylococcal  infections  followed 
implantation  of  foreign  bodies  in  both  ears  of  this 
patient.  The  procedure  was  reportedly  done  to 
control  the  appetite. 

Raymond  G.  Pogge,  M.D. 

NOTE:  This  a frequently  noted  complication— 
when  surgical  clips  are  substituted  for 
acupuncture  needles  or  press  needles,  as  the 
Chinese  term  them,  the  danger  of  frank 
cartilage  destruction  is  not  to  be  ignored  when 
“staples”  are  used.  — Editor 

1 H<’ni<;i.  | | therapeutic  acupuncture  m the  People's  Republir 

<>l  China,  Imputations  tor  American  medicine,  I. AM  A 228  • I 55-1- 
1551  (June  17)  1971. 
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Medical  History 


ARIVACA  REVISITED 


DRY  GULCH  JAKE 


Be  lore  and  during  VV.VV.  I.  U.S.  Army  Troops 
were  stationed  all  along  the  Mexican  border,  from 
Texas  to  California.  It  was  Pancho  \ ilia  and  his 
irregulars  who  captured  the  attention  of  the 
Anglos  along  the  border.  Pancho’s  raid  on 
Columbus,  I exas  where  he  shot  up  the  town  and 
let  the  life  out  of  a few  of  the  Anglos  finally  caught 
the  attention  of  President  \\  ilson.  I he  reluctant 
Presbyterian  dispatched  Black  Jack  Pershing 
sashaying  into  the  Mexican  interior.  It  proved  one 
thing,  our  national  military  preparedness  was  not 
an  instrument  of  precision.  True,  Lt.  George 
Patton  brought  in  acoupleof  villistas,  quitedead, 
across  the  hood  of  a Dodge  touring  car,  after  a 
private  patrol  of  his  own.  Perhaps  that  was 
Patton’s  first  demonstration  of  one  of  his  battle 


axioms  “Let  the  God  Damn  enemy  worry  about 
his  flanks,  I never  worry  mine.''  Any  way  we 
squandered  what  few  planes  the  Signal  Corps  had 
acquired,  the  forerunner  of  the  Army  Air  Corps, 
and  the  embryonic  motorized  transportation 
corps  consisting  of  Dodge  and  Ford  trucks  didn  t 
fare  much  better  but  the  infantry  and  calvary 
marched  and  countermarched  across  arid,  rugged. 
North  Central  Mexico  and  finally  withdrew. 

About  this  time  units  of  the  Arizona  National 
Guard  were  on  the  border  at  Naco,  under  the 
command  of  Col.  A.  M.  Tuthill.  Tuthill  was  an 
industrial  physician  and  surgeon,  at  that  time 
practicing  in  Morenci,  he  was  later  to  command 
troops  in  France,  and  was  one  of  the  few  state 
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Figure  3.  Arivaca  circa  1917,  by  permission  of  Arizona  Historical  Society,  Tucson.  The  I - 6 are  taken  from  Doctor  Hvders  sketch. 
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Figure  4 and  5.  Pictogram  with  a “Tom  Sawyer  Legend"  ( 1 -4 1 ) 
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guard  officers  from  am  state,  to  attain  general 
off  icer  rank  and  hold  it  under  Pershing  In  W \\  I 
Tuthill  served  in  the  armed  forces  forty  years  or 
more,  nevet  as  a physician,  but  as  an  officer  ol  the 
line  and  attained  the  rank  ol  Lieutenant  General, 
in  fact  the  old  landmark,  the  Bullet  Proof  hotel  in 
Naco,  served  as  his  headquarters  at  that  time,  and 
has  recently  been  demolished.  (Figure  1). 

I he  Germans  then  came  along  and  kept  the 
Mexican  pot  boiling  so  that  even  during  the 
course  of  the  United  States  intervention  in  W \V 
I,  troops  were  still  stationed  along  the  border;  in 
Arizona  thev  were  principally  detailed  from  Fort 
Huachuca.  Details  were  sent  to  Nogales  and  later 
this  became  Camp  Littles,  and  a detac  hment  from 
Nogales  was  sent  fruther  west  to  Arivaca,  a 
detachment  of  the  10th  Cavalry.  (Figure  2). 

Dr.  Prentiss  L.  Hyder,  a mighty  Texan  from 
Corpus  Christi,  Texas,  attended  grade  school  in 
Airvaca  during  1917  and  1918,  when  his  father  Dr. 
D.  C.  Hyder  of  Commerce,  Texas,  was  stationed 
m Arivaca  with  the  10th  Cavalry  troops,  1916- 
1919.  The  senior  Dr.  Hyder  was  graduate  of  the 
University  of  the  South  Medical  College  Sweanee, 
Tennessee  and  was  awarded  the  first  honor  in  his 
( lass  of  1909. 

Since  Arivaca  is  not  on  the  Butterfield  Stage 
Route  some  may  not  have  encountered  this 


population  center.  Kit  Peak  afficianados  will 
have  no  problem.  Turn  oil  US  89.  South  ol 
Tucson,  at  the  Arivaca  junc  tion  and  wander  out 
through  the  Gero  Colorado  Mountains  south  by 
west  20  miles  or  so  to  the  village.  (Or  you  can  take 
the  Pena  Blanca  road  5 miles  north  ol  Nogales  out 
across  some  wonderful  winding  mountainous 
and  unpaved  roads,  and  there  is  not  many  ol  these 
left  in  Arizona,  this  brings  you  close  to  the 
abandoned  Ruby  mine  and  on  to  Arivaca. 

Refer  to  figure  3,  which  is  a street  scene  in 
Arivaca,  probably  about  1917,  you  will  note  some 
Army  pyramidal  tents  in  the  foreground  to  the  left 
and  on  the  north  side  of  the  street.  Now  refer  to 


Figure  7.  Quarters  occupied  by  Hyder  family  1917-18,  has 
recently  been  restored. 


Figure  6.  C.ollonwoods  close  bv  the  swimming  hole. 


Figure  8.  Abandoned  hand  pump  filling  station.  At  west  end 
of  l na  Calle,  Arivaca 
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figures  4,  and  5,  Dr.  Hyder’s  picturesque 
pictogram  as  he  remembers  it  over  50  years  ago. 
Please  note  the  explicit  legend.  I like  ( 13)  and  (14) 
especially,  “Cavalry  Saddle  Shop  where  I got 
leather  things  and  pocket  for  a sling,”  and  (14) 
“Smooth  gravel  area  where  I caught  Eileen  and 
kissed  her  each  recess,”  ah!  these  Texans,  they 
begin  early.  There  is  (29),  “The  village 
blacksmith  shop  where  father  boiled  cowhorns 
and  made  handles  for  a 45”  and  (30)  “Where  I 
found  a frog  as  bigas  a dinner  plate,”  that  is  really 
Texas  for  you;  (32)  “Walking  cane  cactus  used  for 
making  ribs  for  a conoe  by  father  for  hunting 
ducks.”  Then  there  is  a poignant  story  in  (33) and 
(36)  “The  spot  where  I decided  to  kill  the  cat 
father  told  me  to  get  rid  of”  and  “The  mesquite 
tree  where  I tried  to  kill  the  cat  by  hanging  it  with 
wire,  failed  and  got  a whippin.”  These  are 
memories  that  would  befit  Huck  Fin! 


Figure  9.  The  school  house  and  bell. 


Well,  Dr.  Hyder,  a good  many  of  your 
landmarks  remain.  Harvey  and  Mary  Riggs  have 
restored  (Figure  7)  what  I believe  was  the  building 
that  your  family  occupied  as  quarters  during  your 
sojourn  in  Arivaca.  About  four  other  adobe 
buildings  on  the  south  side  of  the  Una  Calle  have 
also  been  restored.  Otheres  are  falling  into 
disrepair.  The  cottonwoods  south  of  town  are 
mighty  and  a trickle  of  water  still  runs  past  your 
old  swimming  hole  (Figure  6)  and  an  antique 
filling  station  occupies  the  extreme  west  end  of 
the  main  street,  (figure  8)  The  schoolhouse  a 
“ragged  beggar  sunning”  is  slowly  disintegrating 
and  the  silent  bell  hangs  over  the  front  door,  a 
lone  fire  plug  up  the  street  from  the  schoolhouse 
and  close  to  the  cemetery  seems  to  be  of  1917 
vintage.  Then  there  is  the  gravemarker  of  Teresa 
Celaya  and  Romona  Montano  who  lived,  to  be 
102  and  95  years  respectively. 


Figure  10.  Abandoned  fire  plug,  now  a canine  rest  stop. 
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Prentiss  and  I were  medical  school  classmates 
on  Long  wood  Avenue  in  Boston,  tony  odd  years 
ago.  And  little  did  I suspect  that  as  we  scurried 
around  the  Bt  ighan  avoiding  the  junior  residents, 
who  always  had  a new  patient  which  required  a 
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Figure  11.  Grave  marker  denotes  Arivaca  longevity! 


twenty  page  history  and  physical  ala  Henry 
Christian,  the  awesome  Hersey  professor  of  the 
Theory  and  Parctise  of  Physic,  little  did  I realize 
that  this  1 exan  almost  lost  his  heart  in  Arizona,  lo 
these  many  moon  ago. 


" A 

Book  Review 
/ 

Encyc  lopedia  of  Occupational  Health 
and  Safety 

International  Laboi  Office,  Geneva 
Second  edition  Two  Volumes,  McGraw- 
Hill  Book  Company 
1621  pp  $59.50 

From  Abattoirs  to  Zoonoses  international 
authorities  serve  up  concise,  yet  complete 

renditions  on  almost  every  industrial  process  and 
product  and  the  perils  thereof. 

This  is  a serious  revision  of  a classic 

compendium  ol  industrial  medicine  for  quick 
reference.  But  it  has  some  elan  as  well.  Consider 
— you  rock  hounds  — the  wisdom  of  using 
pumice  or  amorphous  silica  for  grinding  instead 
ol  crystalline  silica  — to  better  avoid  insidious 
silicosis.  Be  informed  that  silicosis  is  not  reserved 
for  the  hard  rock  miner!! 

Peat,  not  only  makes  the  Irish  hot  — but  if  the 
dust  is  not  carefully  controlled,  explodes  during 
processing. 

You  may  not  have  recently  recounted  the 
industrial  hazards  of  a pencil  factory!  Consider 
these:  fire,  dust  inhalation,  explosions  and 
poisoning  are  all  potentially  present  in  this 
industrial  process.  I his  is  but  one  of  many  careful 
essays  to  alert  the  physician  to  the  possible 
hazards  in  the  industry.  It  is  served  up  by 
international  authorities  with  appropriate 
references  to  more  comprehensive  treatises  con 
each  industrial  process. 

J.  W.  Kennedy,  M.D. 
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RUIDOSO  SUMMER  CLINIC 


Future 

Medical  Meetings 


CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  HAVE  RECEIVED  ArMA  ACCREDITA- 
TION FOR  CONTINUING  MEDICAL  EDUCATION. 

GOOD  SAMARITAN  HOSPITAL,  PHOENIX 
MARICOPA  COUNTY  GENERAL  HOSPITAL.  PHOENIX 
ST.  LUKE’S  HOSPITAL  AND  MEDICAL  CENTER  PHOENIX 
ST.  JOSEPH’S  HOSPITAL  AND  MEDICAL  CENTER.  PHOENIX 
TUCSON  HOSPITALS  MEDICAL  EDUCATION  PROGRAM,  TUCSON 
VETERANS  ADMINISTRATION  CENTER.  PRESCOTT 

CONTINUING  MEDICAL  EDUCATION  ACTIVITIES  SPONSORED  BY  THESE 
INSTITUTIONS  RECEIVE  CATEGORY  1 CREDIT  FOR  THE  ArMA  CER- 
TIFICATE IN  CONTINUING  MEDICAL  EDUCATION  AND  THE  AMA  PHYSI- 
CIAN’S RECOGNITION  AWARD. 


GLENDALE  SAMARITAN  HOSPITAL 

7 A.M.  Second  Tuesday  Each  Month 
Conference  room 

July  8 — Ominous  Hematuria 

Sept.  9 — Renal  Failure  — Indications  for  Dialysis 

Oct.  14  — Current  Treatment  of  Congestive 
Heart  Failure 

Nov.  1 1 — Evaluation  of  the  Patient  with 
Peripheral  Vascular  Disease 

Dec.  9 — Current  Concepts  in  Anesthesia 

SPONSOR:  Glendale  Samaritan  Hospital 

CONTACT: 

Antonio  Toraya,  M.D.,  FACS 
4550  N.  51st  Ave. 

Phoenix,  AZ  85031 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


Inn  of  the  Mountain  Gods 
Ruidoso,  New  Mexico 
July  14-17,  1975 

SPONSOR:  University  of  New  Mexico  School  of  Medicine 

CONTACT: 

Bob  Reid,  Conv.  Dir. 

610  Electric  Bldg. 

El  Paso,  Texas  79901 

Approved  for  16  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SCOTTSDALE  MEMORIAL  HOSPITAL 
SEMINAR  #10 

July  29,  1975 
McCormack  Ranch  Inn 
Scottsdale,  AZ 

SPONSOR:  Medical  Staff,  Scottsdale  Memorial  Hospital 

CONTACT: 

Roger  C.  Good,  M.D. 

Director  Medical  Education 
Scottsdale  Memorial  Hospital 
Scottsdale,  AZ 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


FOURTH  ANNUAL 

SANTA  FE  CARDIOLOGY  SYMPOSIUM 

August  8-9,  1 975 
Santa  Fe,  Hilton 
Santa  Fe,  New  Mexico 

SPONSOR:  Maytag  Fund,  Presbyterian  Hospital,  Albuquerque, 
New  Mexico  and  New  Mexico  Heart  Insttiute,  Albuquerque, 
New  Mexico 

CONTACT: 

Santa  Fe  Cardiology  Symposium 
c/o  Presbyterian  Hospital  Center 
Albuquerque,  New  Mexico  87106 


COCONINO  COUNTY  MEDICAL  SOCIETY 
SUMMER  MEDICAL  SEMINAR 

July  26-27,  1975 

SPONSOR:  Coconino  County  Medical  Society 

CONTACT: 

Merrill  M.  Abeshaus,  M.D. 

1355  N.  Beaver  St. 

Flagstaff,  AZ  86001 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DEPRESSION  A PRACTICAL  APPROACH 

September  18,  1975 
Little  American  Motel,  Flagstaff,  AZ 

SPONSOR:  Coconino  County  Medical  Society 

CONTACT: 

Joseph  N.  Reno,  M.D. 

120  West  Fine  Ave. 

Flagstaff,  AZ 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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23RD  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES 
& MEXICO 

October  8,  9,  10,  11,  1975 
San  Francisco  Hilton  & Tower  Hotel 
San  Francisco,  CA 

SPONSOR:  Medical  Society  of  the  United  States  and  Mexico 

CONTACT: 

Mrs.  Virginia  E.  Bryant 
Executive  Secretary 
333  West  Thomas  Rd.,  Suite  207 
Phoenix,  AZ  85013 


PEDIATRIC  AND  ADOLESCENT 
ECHOCARDIOGRAPHY 

November  14-16,  1975 
Arizona  Medical  Center 
Main  Auditorium,  First  Floor 
Tucson,  AZ 

SPONSOR:  U.  of  A.  Pediatrics  Department 

CONTACT: 

Drs.  Goldberg,  Allen  and  Sahn 
1501  North  Campbell 
Tucson,  AZ  85724 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 

Last  Tues.  of  Month 
Plaza  International,  Tucson,  AZ 

SPONSOR:  U of  A Medical  Center,  Dept,  of 
Radiology 

CONTACT:  Irwin  M.  Freundlich,  M.D. 

Arizona  Medical  Center 
Dept,  of  Radiology 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GRAND  ROUNDS  MEDICAL  & SURGICAL 

Each  Thursday  7 a.m.-8  a.m. 

St.  Mary's  Hospital,  Trek  Room,  Tucson,  AZ 

SPONSOR:  Departments  of  Medicine,  Family  Practice, 
and  Surgery 

CONTACT:  Jack  D.  Nestor,  M.D. 

Clinical  Laboratory 
1601  W.  St.  Mary's  Rd. 

Tucson,  AZ  85703 

Approved  for  1 required  hour  per  round  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


BI-MONTHLY  MEDICAL  EDUCATION  SEMINAR 

Every  other  Wed.  AM 
Begin  7/3/74 

Maryvale  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Medical  Staff  Maryvale  Hospital 

CONTACT: 

Thomas  J.  Groves,  M.D. 

6037  W.  Elm  St. 

Phoenix,  AZ  85033 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuiing  Medical  Education. 


CAMELBACK  HOSPITAL  CLINICAL  CONFERENCE 

3rd  Tuesday  monthly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


PATIENT  STAFFING  CONFERENCE 

Three  times  weekly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  conference  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


MORBIDITY  & MORTALITY  CONFERENCE 

2nd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 
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CLINICAL  CANCER  CONFERENCE 


3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 


CLINICAL  PATHOLOGICAL  CONFERENCE 

4th  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Director  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


MEDICAL  GRAND  ROUNDS 

3rd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


FAMILY  PRACTICE  CONFERENCE 

1 st  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  85015 

Approved  for  1 V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ  85724 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m. 

Room  441  0,  Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

H.  E.  Cross,  M.D.,  Ph.D. 

Arizona  Medical  Center 
Dept,  of  Surgery 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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Directory 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  AND  DIRECTORS  — 1975-76 

President — William  (..  Scott,  M I)  

President -Fleet — Edward  Sattenspiel.  M.D 

Vice  President — John  F.  Kahle,  M.D 

Seeretary — William  K.  Crisp.  M.D, 

Treasurer— Richard  I..  Dexter.  M.D 

Past  President — William  G Payne.  M.D.  

Kditor-In-Chief — John  W Kennedy.  M.D 

Delegate  to  AMA — Sevmour  I.  Shapiro,  M.D 

Delegate  to  AMA— Richard  <)  Flynn.  M.D 

Delegate  to  AMA — W Stott  Chisholm.  Ji  . M.D 

All  Delegate  to  AMA — Arthur  V.  Dudley.  Jr..  M.D. 

Alt.  Delegate  to  AMA — John  | Standilei.  M.D 

Alt  Delegate  to  AMA— Patrick  P Moraca.  M.D 

AMA  Trustee — Daniel  T.  Cloud.  M.D  

DISTRICT  DIRECTORS 

(Central  District — Reginald  J.  M.  Zeluff.  M.D  

Central  District— George  I Holfmann.  M.D 

Central  District — James  M.  Hurley.  M.D 

Central  District — Wallace  A Reed.  M.D 

Central  District — Lawrence  J Shapiro.  M.D  

Northeastern  District — Jack  I.  Mowrey.  M.D 

Northwestern  District — Richard  T.  McDonald.  M.D 

Southeastern  District  — Edward  R Curtis.  M.D 

Southern  District — Richard  S Armstrong,  M.D 

Southern  District— Henry  P Limbacher,  M.D  

Southern  District — Vet  nor  F.  Lovett.  M.D 

Southwestern  District — Glen  H.  Walker,  M.D 


I of  A . Dept,  of  OB-GYN.  Tucson 

.333  W.  Thomas  Rd..  Phoenix 

715  N Beaver.  Flagstaff 

....  926  E.  McDowell  Rd..  Phoenix 

P.  O.  Box  26926.  Tucson 

P O.  Box  V.  I'empe 
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. . . . 1 158  I Missouri  Ave  Phoenix 

1601  N.  Tucon  Blvd..  Tucson 

112  F Oak  St,.  Kingman 

217  E.  Virginia.  Phoenix 

3-111  N 5th  Ave  . Phoenix 


217  E.  Virginia.  Phoenix 

138  W 5th  Place.  Mesa 

31  13  N 32nd  St..  Phoenix 

10-10  E.  Me  Dowell  Rd..  Phoenix 
. 550  W Thomas  Rd..  Phoenix 

P.  O.  Box  887.  Lakeside 

713  N Beaver.  Flagstaff 

503  5th  Ave..  Salford 
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President  — Herert  W Bradley.  M.D  

Ptesidcnt-Elec  i — Fernando  de  La  Cue\a.  M.D 
Vic e President — Fhomas  11  label.  |i  M 1) 

Sec  retary  - I SA- Sc  h\ ulei  \ Hilts.  M.D.  

Sec  trial > -Mexico — Ricattlo  Out/  Ame/cua.  M 1) 

I leasurer-LSA— Luca  A.  \ erneui.  M l) 

I rcasurer-Mexico — Jorge  Riggen  Davila.  M D 
I xec  utive  Sec  \ I SA— Mrs  Virginia  I Bryant 
Executive  Scry. -Mexico— Si.  Allicdo  Patron  ... 


800  1 Intel  Si..  Mary \ille.  CA  95001 

Pavo-No.  l35-30ti.  Guadalajara.  Jalisco.  Mexico 

2021  Noith  Central  Ayr..  Pheonix.  A/  8500-1 

lucson  Medical  Centn.  P.O  Box  6607.  lucson.  A/  85733 

\meiicas  No.  624-1.  G uadalajara.  Jalisco.  Mexico 

333  West  l hotnas  Rd.  No.  207.  Pheonix.  A/  8501.3 

Marsel  la  No  510-Sui.  (.uadalajat.i.  Jalisco.  Mexico 

3.3.3  W l hotnas  Rd..  207.  Phoenix.  A/  8.3013 

. ..  Heihcito  Enas  No.  60-Sui.  Ma/atlan.  Sinaloa.  Mexico 
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( han man  i Phoenix).  Philip  F Deyy . M I)  . < I uc  son  i Arnold  H Dysieihelt. 
M D.  (Lakeside):  Paul  B Jarrc  tt.  M.D..  ( Phoe  nix): Clarene  e F . Yount.  Jr..  M.D. 

BENEVOLENT  AND  LOAN  ELM)  Arthur  \ Dudley.  M I).  Chairman, 
i I uc  son);  George  Adams.  MI).  ( I uc  son);  Rie  hard  L.  Dexter.  M I),  i I uc  son); 
R Lee  F’ostei . M.D,  (Phoenix);  Edward  J.l.cfebii.  M.D.  (Mesa):  Cecil  C 
\ augh.  Jr.,  M.D.  (Phoenix);  Carl  E.  Voldeng.  M.D.  (Phoenix) 

FLNANCF;  Richard  1 Dextei.  M.D.  ( hamnan  ilucsoni.  William  J.  Dunn. 
M.D  i Phoenix ):  Heibeit  ( Eihait.  Ji..  M I)  t Springeix ille);  James  L Globe. 
M.D  (Phoenix);  Charles  ( Hedges.  |i  M I)  (Phoenix):  Gerald  Marshall. 
M.D  (Phoenix):  Robeii  P Purpura.  M I)  . ( I ucson);  Otto  S Shill.  Ji  . M I) 

I I einpe):  Seymour  I Shapiro.  MI)  (I  ucson);  George  Wallace.  M.D.  (Sc  oils- 
da  It*). 

( .( )\  I R \ MI  \ I A I SER\  K .F  S:  At  ihur  I)  Nelson.  M.D..  ( .hamnan . i S<  ottsdalet: 
l"l>"  ' Ash,  Ml),  Phoenix  i;  Otto  1 Brndheim.  M.D,.  i Phoenix);  Suzanne 
I Dandm.  Ml),  i Phoenix i.  Donn  (.  Rinnan.  Ml)  (Tut son):  Walter 
K.  Either.  M.D  (Chandler)  I.lovds  Epstetn.  M.l),  iTitooni;  Joint  W. 
Heaton,  M 1).,  t Phoenix):  ( h.rritx  Kalii.  M l),  (Phot-nix):  Frank  V Kean. 
M l)  , i I ucson i;  I.otns  (,  Kossuth.  M l)  (Phoenix);  Joseph  | I.ikos.  M I)., 
i Phoenix  j Joseph  I.  Man.nelli.  Ml),  (Sun  City);  Dermoni  W MelnL 
M l)  I lursoni;  O Meltin  Phillips.  M l)  . (Srousdalei;  Wallate  A Reed 
MI)  (Phoenix);  Helen  M Roheits.  MI)  (Phoenix);  Marvin  C Sthnetdei, 
M I)..  ( Phoenix). 

1 1 F A I . I II  M AN  POW  F.  R I ouis  ( Kossuth . M D.  Chairman  ( Phoenix ):  Casc*y  I) 
Blitt  M.D.  (lucson.,  Biuce  \ Cuitis.  M l).  (Safford);  Alexandei  keltei 
MD  I uc  son  i;  Edward  J Lelebei.  |i  . M.D  (Mesa):  Roger  A I neck.  M I)  . 
i Phoenix  i;  Dei  mom  \\  Meliik.  M.D,  iTucsoni;  John  B Millet.  Ml). 

I hoc-nix );  Andieys  \\  Nichols.  M.D  (lucson);  Robert  Si  John.  M I). 
i Phoenix i;  Manus  R.  Spaniui.  M l).  (Prescott);  H.  Stephens  I'homas,  M I)  . 

hoenixi;  Jesse  W I app  |i  M I)..  ( I uc  son  i:  Hugh  ( Thompson.  M I)  . 

( I uc  son ). 

HIS  CORA  X OBI  1 CARIES  John  W Kennedy.  M.D  . Chairman  (Phoenix): 
Fi.im  IS  | Be. i n . M I)  , I in  son  i , Wallet  Brazie.  M.D..  ( Kingman  I;  ( Bland 
Codding'  M il  (Mesa I.  John  R C reen.  M.D  . (Phoenix):  Abe  I Podolsks 
M I)  (Yumai;  Jay  I.  Sieierley,  M.D  . (Flagstaff). 

I.K.ISI  A I 1 \ 1 I dvr  aid  Saiienspiel.  Ml)  Ch.iiiman.  iPhoenixi.  Kit  hard  W 
Ahhuhl.  M I)  i Phoenix):  Janies  I*  Campbell.  M I),  (Phoenix)  John  s 
(.arlsoii.  M I)  . (Phoenix),  U Sion  Chisholm.  |i„  M.C.  (Phoenix);  Sam 
(.  (olaehn.  Ji ..  M.D  (I'hoemxi;  Riehard  1 C ollins.  M.D. . iSiousdale); 
Donald  I (mess.  M I),  i luiron)  I inns  Hit  si  h.  M.D.,  (Iut  son  i.  Roben  D 
Hedgell.  Ml)  (Piesrott).  John  P Holbrook  Ml),  i Tut  sort)*  C.eiald 
Marshall.  MD.  (Phoenix)  Rithard  Mi  Gill,  DO.  (Phoenix);  C.eiald  f. 
McNally.  M I)  . (Preston);  Donald  R Miles,  M I)  (Phoenix);  R Muhael 


d liana.  M.D  . (Phoenix);  Robert  | Olivet.  Ill  M l)  . iTiu  soil);  Ratihot 
Paten  ich.  M D..  (Phoenixi;  ()  Melvin  Phillips.  M l).,  (Sc ottsdalet;  Wilred 
M Pot  let,  M I)  . (Scottsdale);  Paul  I Schnui.  M.D..  ( I uc  son ),  Be  t ton  Siegel. 
D C)  . (Phoenix):  John  Vosxkuhlei , M.D  (Elagsialll:  Dennis  Weiland.  M D . 
(Sc  ottsdale). 

MA  I ERNAL  & CHILD  HEAL  I II  C ARE  Ravmond  J Jennet t.  M l)  . Chairman 
(Phoenix);  Frederic  W Baum.  M.D  (I'empe);  Walter  B Cherny.  Ml). 
(Phoenix);  Warren  A Colton.  Ji  . M.D  (Tempe);  Wiliam  J R Daily.  M I).. 
(Phoenix);  Jack  H Demlow.  M.D  . i l ucson);  Glenn  M.  Friedman.  M.D 
(Scottsdale);  Harlan  R Giles.  M I)  (Tucson)  Walter  k kippard  III.  M.D. 
(Phoenix);  Belton  P Meyer.  M.D  . (Phoenix);  William  J.  Moore.  M.D.. 
(Phoenix);  William  C Pavne.  M.D..  (Tempe);  Hermann  S Rhu.  Ji  . M.D. 
(Tucson);  Paul  W Whitmore.  D.O..  (Phoenix). 

MEDIC. AL  ECONOMICS:  Robert  P.  Purpura.  M.D  . Chairman  (Lucson); 
Richard  S.  Armstrong.  M.D ..  (lucson);  Albert  (.  Asendorf.  MI)..  (Phoenix); 
Chester  C.  Bennett.  M.D..  (Phoenix);  Avi  Ben-Ora.  M.D.  (Scottsdale); 
Charles  M Bergsc hneider.  M.D  . (Scottsdale);  Arthur  M.  Brandt,  M.D.. 
(Tucson);  Sam  C.  C olac  his..  Jt  . MD  (Phoenix);  Charles  F Dalton.  M.D.. 
i Phoe  nix i.  George  1 Hoflmann.  MI)..  (Mesa.;  Frederick  \\  |cnsen.  |t  . 
M D.,  (Phoenix):  John  F kahle.  M.D  . (Flagstaff);  Howard  N.  kandell.  M D . 
(Phoenix):  Patrick  P.  Moraca.  M I)..  (Phoenix);  Paul  L Schnui.  M.D. 
(Tucson);  George  Serbin.  M.D  , (Phoenix);  Richard  W Switzer.  M.D 
(Tucson);  Burton  F Weissman.  M.D  . (Phoenix);  Reginald  J M.  Zeluff. 
M.D  . (Phoenix). 

MEDIC.AL  F.Dl  C.AIION  Robert  F I Stark.  M l)  . Chairman  (Phoenix); 
James  E.  Brady.  J i . M.D..  (Tucson);  Daniel  B.  Carroll.  M I).,  (Phoenix); 
Melvin  I Cohen.  M.D..  (Phoenix);  George  I)  Comerci.  M D..  (Tucson); 
David  J Crosby.  M D . (Phoenix);  Kenneth  A Dregseth,  M.D  , (Sierra 
Vista  Francis  I Flood  M D (Phoenix  Harry  V\  Halt  |R  M.D 
(Phoenix);  Robert  E Hastings.  Jr..  M I)..  ( I ucson);  M Wayne  Heine.  M D . 
i Tucson);  Raymond  J.  Jenneit.  M.D.  (Phoenix):  Howard  N kandell. 

M-D  (Phoenix);  Jack  M Layton  M.D.,  (Tucs Laurence  R Mansui 

M.D..  (Safford);  William  I Sheely  Ml>  (Phoenix);  Lawrence  / Stem 
M D . (Tucson);  Jesse  W Tapp.  Jr..  M I)  . (Tucson);  Aston  B Taylor.  M D . 
(Phoenix);  Albert  C».  Wagner.  M.D.  (Phoenix). 

OC.C. I PA7IONAI.  HF.ALI  H:  Joseph  M.  Hughes.  M.D.,  Chairman.  ( Phoenix); 
Floyd  k Bc  ik.  M.l)  . (Tucson);  Richard  Besserman.  M.D.,  (Phoenix);  Earl 
M.  Best.  M I)  . (Phoenix);  Sheldon  Davidson.  M.D..  (Phoenix):  Walter 
V.  Edwards.  M.D  , (Phoenix);  Robert  V.  Horan.  M.D  . (Morenci ):  Robert  B 
Leonard.  M.D,  (Phoenix)  Elorian  R Rabe.  M.D  (Scottsdale):  Eugene  I 
Ryan.  M.D  (Phoenix);  William  C Ttier.  M.D  (Tucson);  Maier  Tuchler. 
M.D.  (Phoenix);  Willis  A.  Warner.  M.D  . (Phoenix) 

PHYSICIAN  REHABILITATION;  Richard  E.  H Dutsberg.  M.D..  Chairman 
( Phoenix);  John  Bartness.  M D.  (Phoenix;  M.D.  (Phoenix);  Otto  L 
Bendheim.  M.D..  (Phoenix);  William  E.  Bishop.  M.D..  (Globe);  John  I 
Clymei  M.D  . (Tucsoni;  Donald  I.  Damstra.  M.D.  (Phoenix);  Bernard  M. 
kuhi.  M.D  . (Tucson);  Laurence  M Linkner.  M.D  , (Phoenix);  Walter  B 
Tomlinson.  M.D.  (Elgin);  kail  E.  Voldeng.  M.D  . (Phoenix);  Eleanor  A. 
Waskow.  M.D.  (Phcx-nix). 


MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROM-  SSIONAI  Robert  S Canelin.  M I).  Chairman.  (Phoenix);  Paul  M 
Bindelgas.  M I).  (Phoenix).  Paul  H Borgeson.  M I)  , (Phoenix),  John  \ 
Hi  liner . M.D..  ( Phoenix );  I Philip  ( ami  M D . ( Phoenix);  James  1 Crobe. 
M l)  (Phoenix):  Joseph  W Hanss.  |i  . M I).. (Phoenix);  James  M Hurlev. 
M I)  . (Phoenix);  Helen  Johnson,  M I)  , i I m son);  I .aurenie  M I.mknei. 
Ml)  (Phoenix).  William  (.  Pavne.  MI),  i Fern  pel;  Edward  Sattenspicl. 
M.D  . ( Phoenix);  Donald  I S<  halier.  M I)  . ( Phoenix);  George  A Spendlove. 
MI).  (Phoenix):  Neil  ()  Ward.  M.D..  (Phoenix), 

PI  BI.K.  REAL  I IONS  Selma  1-  Iargovnik.  M I)  . Chairman.  (Phoenix); 
\\  David  Ben -Asher . M I)  .1  I u<  son);  E.  Kiedriek  Bloemker.  M.  I)..  (Phoenix); 
| Walter  Bro<  k.  \I  D (Sc ottsdale).  Ronald  I Christ.  M I)..  (Yuma );  Julian 
DeVries.  (Phoenix):  Edward  B.  Grothaus.  M.D,  (Sierra  Vista);  Robert  A 
Johnson.  M.D.  (Phoenix);  Robert  I Killing.  Si  . M I).  (Ajo);  living  M 
Pallin.  M.D  (Sun  Cn\);  William  Russell.  |i  . M.D  (Phoenix  1;  Morton  S. 
Thomas  III,  M.I)..  (Wit kenburg). 

PI  BUSHING  John  W Kennedy.  M.I),  Chairman.  (Phoenix):  Mallei  V 
I dwaids.  M I)  < Phoenix );  ( .eiald  Kaplan.  M I > Phoenix  1;  ( .eotgc  1 astnii  k. 
MD.  (Sun  Citv);  William  B MrGraih.  MD.  (Phoenix)  David  Pent. 
M.I)..  (Phoenix);  Michael  M Schreihei.  M I)  . (Tucson);  David  ( H Sun. 
M.D.  (Phoenix). 

SCIENIIHC  \SSEMBLA':  Milton  S Dworin  M.D.  Chaitman.  (Tucson): 
Merrill  M.  Aheshaus.  M l)  . (Elagstall):  Suresh  ( Anand,  M.D  (Phoenix): 
Floyd  k Berk,  MI).  (Tucson);  rhomas  I Bittker,  Ml)  Phoenix 
W Scott  Chisholm.  M D , ( Phoenix);  Vincent  A.  Eulginiu.  M.D  . ( I ucson); 
Otto  Gambacorta.  Ml),  (Tucson);  Jerome  Gerendasy,  M.I).  (Mesa): 
Laurence  M Haas.  MD.  (Tucson);  I i moths  R Harrington.  MI). 
(Phoenix);  Clifford  J Harris.  Jr..  M l)  . (Mesa);  Thomas  L Hartley.  M I)  . 
(Phoenix):  Wavne  M Heine.  M.D.  (Iucson):  Thomas  S Henry.  MI). 
(Flagstaff):  James  M Hurley,  M.I)  , (Phoenix):  Mark  M.  Kartchner.  M.I)  . 
( Iucson);  Norman  N.  Komar.  M l),  (Tucson);  Eugene  Leibsohn.  M.I)  , 
( Phoenix );  Philip  Lev \ . M.D  . ( Phoenix ):  William  S.  Nev  in.  M.D  . ( Put  son ). 
Neopito  L.  Robles,  M.I),  (Iucson);  Richard  A.  Silver,  M.D.  (Iucson); 
Don. ild  P Speei.  M l),  1 I in  soni;  Lous  s 1 an.  M.I),  ( Phoenix);  Wilbur  ( 
Voss.  M.D..  (Tucson);  Donald  J.  Ziehm.  M.D..  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFIC  ERS.  1975-76 

APACHE:  Daniel  I Neel.  M.D  . President.  P.O.  Box  887.  Lake- 
side, 85929;  Robert  I).  Martin.  M.I).  Secy-.  Prol.  Plaza 
Bldg..  Pinetop,  85935. 

COCHISE:  John  C Conroy.  M.D,  President.  Copper  Queen 
Hospital.  Bisbee.  85603;  Pedro  Mora.  M.I),  Sec\..  702 
Yuma  I rail.  Bisbee.  85603. 

COCONINO:  John  B Jamison,  M.I),  President.  1355  N.  Beaver. 
Flagstaff,  86001.  Joseph  H Reno.  MI)..  Secy.  P.  ()  Box  310. 
Flagstaff,  86001. 

GILA:  Beil  Lambrceht.  M.D,  President.  Box  777.  Miami.  85539; 
David  B Gilbert.  MI).  Secy..  P.O  Box  1030.  Payson, 
8554 1 . 

GRAHAM:  Dennis  Hess.  M l)  . Piesident,  503  5th  Ave..  Safford. 
85546  Laurence  R Mansur.  Ml).  Secy  2016  W 16th  St., 
Safford.  85546. 

GREENLEE:  Lyle  H Boyea,  M.D..  President,  Mor.enc  i Hospital, 
Morenci.  85540:  Roberto  A.  Dinglasan.  M.I)  . Secy..  Morenc  1 
Hospital.  85540. 

MARICOPA:  Walter  R.  Either.  M.D..  President;  Max  L.  Wertz, 
M.I)..  Secy.  (Society  address:  2025  N.  Central  Ave..  Phoenix. 
85004). 

MOHAVF:  Joseph  Mt Andrew,  M I).,  President.  P.O  Box  1916. 
Lake  Havasu  Citv.  86403;  Flarl  S.  Gilbert.  M.I).  Secy.. 
Gen.  I lospital.  86401 . 

NAVAJO:  Robert  | Haley.  HI.  M.I),  President.  P.O.  Box  700. 
Holbrook.  86025;  Harry  Beckwith.  M.I).  Secy.  Fast  2nd  Ik* 
Colorado  Ave.,  Winslow,  86047. 

PIMA:  James  L.  Parsons.  M.I),  President;  Stuart  W.  Westfall. 
M.D..  Secy.  (Society  address:  2655  Fast  Adams  St..  Tut  son 
857 1 6. 


PINAL:  Paul  A.  Rosborough.  M.I)..  President.  1 195  V Arizona 
Blvd..  Coolidgc  85228;  Howard  Hyde.  MD.  Secy..  1023 
K Florence  Blvd..  Casa  Giande.  AZ  85222. 

SANTA  CRUZ:  | S.  Cionzale/.  M.D.  President.  P.O  Box  1209. 
Nogales,  85621:  Charles  S Smith.  M I),  Set  \ Box  1382. 
Nogales.  85621. 

YAVAPAI:  David  ( Duncan.  M l),  Piesident.  801  Millet  Valley 
Rd.,  Prescott.  86301  John  I Houston.  M I)  . Secy  542  N 
Hassavampa  Di..  Preston.  86301. 

Yl'MA:  Dirk  Frauenfelder.  M.I)..  President.  2244  S.  Avenue  A.. 
Yuma  85364;  F.  I wood  I Schmidt.  M.D..  Secy..  1812  8th 
Ave..  Yuma  85364. 


WOMAN  S At  XILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1975-76 

PRESIDENT  Mrs.  Howard  W.  Kimball  (Ella) 

414  W Northview,  Phoenix  85021 

PRESIDEN  I -ELECT  Mis.  George*  L Hoffmann  (Julie) 

540  Mesa  Vista  Hint*.  Mesa  85203 

IS  I VICE  PRESIDEN!  Mrs.  Joseph  Reno  (Maude) 

621  W Beal  Rd..  Flagstaff  86001 

2ND  VICE  PRESIDEN  I Mis.  Arnold  Hollander  (Carol) 

75745  Sabino  Vista  Dr..  I ucson  85715 

RECORDING  SE.CA  Mrs.  Albert  Asendorf  (Donna) 

502  I Claremont  Sc.  Phoenix  85012 

FREASLRER  Mrs.  Thruman  Leonard  (Ann) 

2261  E.  Glenn.  Tucson  85719 

DIREC  I OR  1974-76  Mrs.  Robert  Del ph  (Grace) 

600  Robin  Lane.  No.  24.  Yuma  85364 

DIRECTOR  1975-76  Mrs.  Raymond  Vaaler  (Ann) 

3624  N.  54th  Court.  Phoenix  85018 

DIRK;  I OR  1975-77  Mrs.  Alheri  Wagner  (Helen) 

3216  E.  Meadowbrook.  Phoenix  85018 

CHAPLAIN  Mis  Sam  M.  Markoff  (Selma) 

5343  N.  23rd  Si  Phoenix.  85016 

GORRESP.  SEC  A Mrs.  Charles  Kalil  (Ylma) 

1300  E.  Missouri,  Phoenix  85011 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Rd..  Prescou  86301 

PARLIAMENTARIAN  Mrs.  Lewis  s Unmet  (Jean) 

1714  E.  Rose  Line.  Phoenix  85016 

STANDING  AND  SPECIAL  COMMITTEES 

AMA-ERF  Mrs.  Earl  Gilbert  (Vicki) 

3010  Van  Martiei  Conn.  Kingman  86101 

BYLAWS.  PROCEDURES.  GUIDELINES  ......  Mis.  Paul  Jarrett  (Beverley) 

501  E.  Pasadena.  Phoenix.  85012 

( OMMUNICA  I IONS  Mrs.  Lynn  Newman  (Joyce) 

4531  W Seldon  Line.  Glendale  85302 

COMMUNITY  HEALTH  Mrs.  Gordan  Tekcll  (Pat) 

1391  Gateway  Ave..  Yuma  85364 

CONVEN!  ION  Mrs.  Ronald  Johnson  (Terry) 

532  W Northview.  Phoenix  85021 

FAMILY  HEAL  I II  Mrs.  Edward  Bryne-Quin  (Ruth) 

7081  K Opatas  Plate.  Tucson  85715 

FINANCE  Mrs  John  Haves  (Shirley) 

717  W.  El  Gamino.  Phoenix  85021 

GEMS  Mis  Ronald  Kolker  (Ruth) 

6211  Gamino  Almonte.  Turson  85718 

HAMER  EDl'CAIION  LOAN  FUND  Mis.  William  Biship  ( Marion) 

211  W.  3rd.  Globe  85501 

HEALTH  EDUCATION  Mrs.  Ghailes  C.  Hedges.  Jr..  (Dome) 

5227  1*  Fresno  Di  . Phoenix  85018 

HEALTH  MANPOWER  Mrs.  Luis  Tan  (Mary  Jo) 

3510  1 Nita  Rd..  Paradise  Valley  85253 

HOSTESS  Mrs.  Rex  Vaubel 

117  W Glenn  D»  . Phoenix  85021 

INTERNATIONAL  HEALTH  Mrs.  J.  O Soderstrom  (Juanita) 

805  Prescott  Heights  Dr..  Prescott  86301 

LEGISLAIION  Mrs.  John  A.  Ash  (Agnes) 

5818  N.  3rd.  Ave  . Phoenix  85013 

MEMBERSHIP  Mrs.  Joseph  Reno  (Maude) 

621  W Beal  Rd..  Flagstaff  86001 

PROGRAM  Mis,  Arnotl  Hollander  (Carol) 

7545  Sabino  Vista  Dr.,  Iucson  85715 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 

why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE.  ARIZONA  SS2S1  • 
(602)  945-6331 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkil I,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Emergency  — our  business 


Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 

(602)  254-7150 


A/REVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 


/ 
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133V  N.  FIRST  ST.  (P.  O.  BOX  1272),  PHOENIX,  AZ  85001  (602)  258-4885 


ARIZONA  MEDICINE 


VKYtfCl 

jfcOHA  MEDICAL 
WTION,  INC. 

HR' NitoraW  h\«oo»: 

protection 
lg|  for  wives 


■ett  include: 
ITECTION 
jt  WIVES 
LtAD  EXP 
®;,sement 

ft  RAM 


r* 


Quality  protection 

Association  approved  & recommended 

1 . These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 

2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances ...  a substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 

Charles  A.  deLeeuw  and  Assoc.  Ronald  Deitrich 
3424  N.  Central  Ave.  2030  E.  Broadway,  Suite  9 

Phoenix,  Az.  85012  Tucson,  Az.  85719 

248-8500  792-1020 


PULMONARY  FUNCTION  DIAGNOSTIC 

SERVICES 

An  Outpatient  Pulmonary  Function  Laboratory  Facility 
under  direction  of  pulmonary  specialists 

offering : 

• SPIROMETRY  (routine) 

• SPIROMETRY  (before  and  after  bronchodilator  therapy) 

• LUNG  VOLUMES 

•ARTERIAL  BLOOD  GASES  (at  rest  and  treadmill  exercise) 

Studies  may  be  scheduled  by  calling:  257-9195 

Address:  Suite  A-8 

1130  East  McDowell  Road 
Phoenix,  Az.  85006 


K George  G. 

Saravia,  MD  L 


Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX,  ARIZONA  85018 
(602)  955-6200 


general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 


ARIZONA  MEDICINE 


AMV 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 

CONTINUES  TO  OFFER 

A FIVE  YEAR  GUARANTEE 
PLUS  ADDITIONAL  COVERAGE 


Call  for  up  to  date  information 


Your  full-service,  all-lines  independent  agencies 
offer  total  risk-management  programming  and 

estate  planning. 

Tucson  and  Southern  Arizona  Phoenix  and  Northern  Arizona 

Patzman-Allen-Lamb  Cr  Associates  Burns-Harrelson-Burns 

5902  East  Pima  5045  North  12th  Street 

Tucson  85712  Phoenix  85014 

Phone  885-2375  Phone  266-4411 


The 


TRAVELERS  Insurance 

Hartford.  Connecticut 


Companies 
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Medical  Center  and  Clinical  Xaberatcrtf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent.  Jr.,  M.D..  Consultant  Pathologist 


a sTrucTureD  proGraM 
For  THE  P3T1ENT. 


Every  detail  for  the 
patient's  well-being 
is  carefully  planned 
and  evaluated  in 
conjunction  with 
his  personal  physician 


camelback  hospital 

5055  north  thirty-fourth  street 

phoenix,  arizona  85018 


• O 


A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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Interstate  Flight,  Assault  To  Murder,  Attempted  Burglary 

WANTED  BY  FBI 

BILLY  DEAN  ANDERSON 

ALIASES:  Bill  Dean  Anderson,  Billie  Dean  Anderson,  James  Foster,  William  David  Upchurch 

DESCRIPTION 

AGE:  40,  born  July  12,  1934,  Fentress  County,  Tennes- 
see (not  supported  by  birth  records) 

HEIGHT:  5'8”  EYES:  blue  or  green 

WEIGHT:  160  to  170  pounds  COMPLEXION:  fair 

BUILD:  stocky  RACE:  white 

HAIR:  brown  NATIONALITY:  American 

OCCUPATIONS:  artist,  mechanic,  laborer,  tree  surgeon, 
farmer 

SCARS  AND  MARKS:  scar  across  nose,  scar  left  side 
of  forehead,  surgical  scar  right  side  of  stomach, 
surgical  scar  lower  spine 

REMARKS:  reportedly  wears  braces  on  both  legs  and 
suffers  from  atrophy  of  legs 
SOCIAL  SECURITY  NUMBER  USED:  314-36-7484 

CRIMINAL  RECORD 

Anderson  has  been  convicted  of  robbery,  carrying  a 
concealed  weapon  and  assault  with  intent  to  commit 
murder. 

CAUTION 

ANDERSON  IS  BEING  SOUGHT  AS  AN  ESCAPEE  FROM 
A TENNESSEE  JAIL,  HAS  BEEN  CONVICTED  OF  ASSAULT 
TO  MURDER  LAW  ENFORCEMENT  OFFICERS.  ON  AT 
LEAST  THREE  OCCASIONS  HIS  SHOOTING  AT  INVESTI- 
GATING LAW  ENFORCEMENT  PERSONNEL  INCLUDED  FIR- 
ING AT  POINT-BLANK  RANGE  WHILE  EXITING  STOPPED 
VEHICLE  AND  WITH  RIFLE  FROM  AMBUSH.  CONSIDER 
.ARMED,  EXTREMELY  DANGEROUS  AND  AN  ESCAPE  RISK. 
A Federal  warrant  was  issued  on  August  8,  1974  at  Knoxville,  Tennessee,  charging  Anderson  with  unlawful  inter- 
state flight  to  avoid  prosecution  for  the  crimes  of  assault  to  murder,  attempted  burglary,  use  of  a deadly  weapon 
in  commission  of  a felony  and  habitual  criminal  statute  (Title  18,  U.  S.  Code,  Section  1074). 

Contact:  FBI  Office  2721  W.  Central  Ave. 

Phoenix,  AZ  85004 
Phone:  279-5511 


Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.f  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


FREE  RADIO  EQUIPPED  DELIVERY 

<^Scottsdale  call 
Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1st  National  Bank 
Open  'til  10  p.m.  daily  — 9 p.m.  Sundays 


Medical  Transcription 
For  Physicians  and 
Hospitals 

MULLEN  MEDICAL  SERVICE,  INC. 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


IF  BUSY  CALL  252-1573 

Since  r<?20” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  72*£“  STORE 

2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


COLLECTION  PROBLEMS? 

$1.50  per  account  including  postage  will  get 
your  delinquents  to  pay.  Statistical  data  ac- 
cumulated since  1967,  indicates  that  50%  of 
the  dollar  volume  you  are  now  turning  in  for 
collection  will  pay  with  American  Billing  Corp 
mailers.  Call:  265-4729  or  write  to  4014  N. 
7th  Street,  Phoenix,  AZ  85014. 


ARIZONA  MEDICINE 


ATTENTION  PHYSICIANS 

PRIVATE  OWNER  IN  PHOENIX  LIQUIDATING 
New  N.E.  Shopping  Center  (C-2)  90%  rented 
$275,000  - $50,000  down. 

12-Plex.  New  N.E.  apartment  complex 
$155,000  - $15,000. 

Almost  new  Spanish  style  office  building 
(West  McDowell  Road).  Perfect  medical  offices 
plus  ownership  at  unbelievably  low  price  with 
best  terms.  Call:  956-8660  days,  992-8674 
evenings  and  weekends. 


PHYSICIANS  NEEDED 

Health  Maintenance  Associates  need  OB-GYN, 
Orthopedic  and  Thoracic  Vascular  Surgeons  and 
Internist.  Excellent  salary  and  working  condi- 
tions. Write:  H.M.A.,  2141  E.  Camelback  Road, 
Phoenix,  AZ  85016. 


TUCSON  MEDICAL  OR  DENTAL  SUITE 

We  will  have  available  for  lease  July  1975 
this  1600  Sq.  Ft.  10  room  medical  suite  lo- 
cated in  convenient  centrally  located  Tucson 
Medical  Square.  This  beautiful  complex  is 
located  one  mile  directly  East  of  the  new 
University  of  Arizona  Medical  Center,  and  is 
equally  convenient  to  all  of  the  major  hospitals. 
Excellent  terms  for  lease  are  available.  For 
further  information  call  John  M.  Krohn  (602) 
297-3006  collect.  Realty  Executives  of  Tucson. 


MEDICAL  & DENTAL  SPACE  AVAILABLE 

51st  Ave.  & Thomas  Rd. 

Dunbar  Co.,  Ltd. 

Taylor  Payson 
(602)  264-7582 


SHARE  M.D.  OFFICE 

Young  surgeon  has  contemporary  oversized 
office  designed  for  two  M.D.'s.  . . . Will 
sublease  remainder  for  low  volume  type 
practice  in  another  speciaty.  Shalimar  Medical 
Center,  Tempe,  in  view  of  Desert  Samaritan 
Hospital.  Call  838-3130. 


MEDICAL  & DENTAL  SPACE  AVAILABLE 

Northwest  Medical  Plaza 
Dunbar  Co.,  Ltd. 

Agent 

(602)  264-7582 


FOR  RENT 

Medical  office,  6233  S.  Central, 
1200  Sq.  Ft.,  $450  per  month. 

R.  S.  McCollor,  276-5073  - 276-4590 


SEEKING  LOCATION 

51  year  old,  board  certified  family  practicioner; 
limited  Arizona  license;  18  years  experience  in 
large  inner  city  solo  practice  in  the  Northeast 
intends  to  relocate  in  South  Western  Arizona 
and  would  like  to  join  group  practice  or  form 
association.  Contact:  R.  A.  Valatten,  M.D.,  346 
Roseville  Ave.,  Newark,  N.J.  07107. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
>ymptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
Jescription  she  gives  of  her 
eelings,  part  of  the  problem 
nay  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
;essive  anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 

;an  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
:oms  associated  with  it  are  also 
bften  relieved. 

There  are  other  advan- 
:ages  in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Veil  ium 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


If  you  read  nothing  else 
in  August,  you’ve  got  to  read  this: 


The  most  definitive,  up-to-date,  factual  digest 
of  information  on  the  malpractice  problem  today 


Millions  of  words  have  been  written  about  the  mal- 
practice problem.  But  nobody  has  pulled  all  the 
facts  and  figures  together  into  one  meaningful 
package  — until  now. 


This  AMA  Source  Document,  prepared  by  the 
editors  of  PRISM,  does  just  that.  It’s  the  most 
definitive,  up-to-date,  factual  digest  on  the  mal- 
practice situation  today. 


If  you  want  an  up-to-date,  realistic  picture  of  the 
whole  malpractice  situation,  don't  miss  this  docu- 
ment. If  you  receive  PRISM,  you’ll  get  a copy 
automatically.  If  you  don’t  get  PRISM,  order  your 
copy  below. 


Another  thing  special  about  it:  you  don’t  have  to 
wade  through  a lot  of  words  to  get  the  facts.  Most 
of  the  information  is  presented  in  charts,  tables, 
and  g; apns  that  concisely  and  clearly  summarize 
the  latest  data  in  the  major  areas  of  concern: 
claims  increases,  increasing  costs  to  settle  and  to 
buy  coverage,  obtaining  coverage,  and  the  at- 
tempts to  solve  these  problems. 


malpractice  in  focus 


Copies  Available 

One  to  10  copies,  $1  00  each  Eleven 
to  49,  75?  each  Orders  of  50  or  more, 
50?  each  Send  order,  along  with  pay- 
ment, to:  Order  Dept.,  OP-440,  AMA, 
535  N Dearborn  St.,  Chicago,  III.  60610 


An  AMA  Source 
Document  — prepared 
by  the  Editors  of  PRISM 


DON’T  MISS  IT! 
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Blue  Shield  ol  Arizona / PO  BOX  13466/PHOENIX  ARIZONA  85002/279  4451 


The  services  we  offer  exclusively 
for  the  benefit  of  participating 
physicians  are  yours  for  the 
asking  . . . 

Claims  training  for  your  office 
personnel  to  help  expedite 
our  payments  to  you. 

Free  patient  appointment  cards. 

Free  claims  forms. 

An  open  ear  to  suggestions  as  to  how  we 
can  make  our  services  to  you  even  better. 


Just  ask  our  Professional  Relations  Representatives. 
They’re  your  direct  line  to  prompt,  personal  service 
from  the  leader. 


Blue  Shield. 

of  Arizona 

©'Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


PreSuni 

( 5%  PABA  LOTION) 

may  help  prevent 
harmful  effects  of  the  sun 
such  as  premature  aging 
of  skin  and  skin  cancer.  * 


HOC  KH-tMO-Ql 


PREVENTS  SUNBURN 
PERMITS  TANNING 
May  help  prevent  harmful  effects 
of  the  sun  such  as  premature 
aging  of  skin  and  skin  cancer 


•Information  on  file  at 
Westwood  Pharmaceuticals  Inc. 


UJesriuooD 

PHARMACEUTICALS  INC. 
Buffalo.  New  York  14213 


©1974,  W.  P.  Inc. 


ON  THE  FRONTIERS  OF  DIABETIC  RESEARCH. 


What  is  Diabetes? 


may,  over  the  next  several  years, 
have  significant  bearing  on  our  under- 
standing of  diabetes  and,  hopefully,  on 
our  ability  to  control  it. 


Although  a medical  scribe 
of  ancient  Egypt  first  made  reference  to  dia- 
betes mellitus  in  man,  today,  nearly  4000  years  later,  only 
meager  specific  knowledge  exists  as  to  the  basic  cause  of  the 
disease.  Without  such  knowledge  it  has  been  possible  to 
provide  for  limited  control  only  after  diabetes  manifests 
itself  in  the  form  of  elevated  blood  glucose.  The  possibility 
of  prevention  or  even  cure  of  diabetes,  however,  must  de- 
pend on  a full  understanding  of  the  genetic  defect  and/or 
defects  underlying  the  disease.  Our  current  understanding 
of  diabetes  may  be  compared  to  our  former  understanding 
of  another  disease  of  metabolic  abnormality,  phenyl- 
ketonuria; only  when  the  genetic  lesion  of  that  disease  was 
discovered  did  it  become  possible  to  institute  current  pro- 
grams of  treatment. 


The  Chinese  Hamsters 

In  the  middle  fifties,  a group  study- 
ing cytogenetics  in  Chinese  hamsters  at  j| 
the  Children's  Hospital  Medical  Center, , 
Boston,  Massachusetts,  discovered  that  certain  ] 
hamsters  develop  diabetes  spontaneously.  The 
Upjohn  Research  Group  obtained  some  of  these  ham- 
sters in  1962,  and  by  controlled  inbreeding,  succeeded  over 
the  years  in  producing  large  numbers  of  diabetic  animals  for 
study.  To  assure  continuity  of  the  research  in  the  event  of  a 
catastrophe,  duplicate  breeding  stock  of  all  the  inbred 
families  are  maintained  at  another  site.  These  are  the  only 
such  colonies  in  the  United  States  today.  In  the  course  of  the 
research,  Upjohn  has  cooperated  with  scientists  in  academic 


Normal  Chinese  hamster, 
pancreatic  tissue  Note  blue- 
stained  insulin  granules  which 
appear  within  the  beta  cells  of 
the  islet  of  Langerhans 


Basic  Diabetes  Research  at  Upjohn 

For  more  than  ten  years  the  Diabetes  and  Athero- 
sclerosis Research  Group  at  The  Upjohn  Company  (W.  E. 
Dulin,  Director;  G.  C.  Gerritsen;  M.  G.  Soret;  A.  Y.  Chang) 
has  addressed  itself,  in  a series  of  unique  experiments,  to  the 
very  basic  question : What  is  diabetes?  As  with  all  such  funda- 
mental research,  practical  results  are  slow  in  coming  and  the 
work  of  the  Group  has  at  times  raised  more  questions  than 
it  has  been  able  to  answer.  It  appears  now,  however,  that  the 
research  is  moving  toward  important  conclusions  which 


Diabetic  Chinese  hamster, 
pancreatic  tissue.  Insulin 
granules  are  almost  totally 
absent  Though  beta  cells  are 
present,  there  is  some  de- 
granulization  and  vacuoliza- 
tion. The  diabetic  process  is 
similar  to  that  observed  in 
human  pancreatic  tissue. 


centers,  both  in  America  and  abroad,  in  various  specialized 
studies.  When  possible,  these  scientists  have  come  to  work  for 
a time  in  Upjohn  laboratories.  In  other  cases,  specially  se- 
lected hamsters  were  transported  to  outside  research 
facilities. 


noted  during  the  siege  of  Paris  in  1870,  and  during  and 
immediately  after  World  War  II  in  Europe.  It  has  been 
postulated  that  decreased  food  intake  during  these  periods 
may  have  delayed  the  onset  of  the  disease  or  reduced  its 
severity  to  a point  where  hyperglycemia  did  not  appear. 


Closer  to  Man 

While  other  species  besides  man  develop  diabetes 
spontaneously,  the  Chinese  hamster  appears  to  be  the  best 
laboratory  animal  model  to  study,  since  its  disease  is  re- 
markably similar  to  diabetes  in  man.  Chinese  hamster  dia- 
betes, like  human  diabetes,  is  a complex  disease.  Like 
humans,  the  hamsters  have  more  than  one  variety  of  di- 
abetes, including  the  juvenile,  insulin-dependent  type  as 
well  as  the  maturity-onset  type.  They  also  develop  patho- 
logical lesions  in  the  retina,  kidney,  and  peripheral  nerves, 
as  do  human  diabetics. 

Diabetes  is  as  complicated  genetically  in  hamsters  as  it 
is  in  man.  The  type  and  severity  of  the  disease  appears  to  vary 
with  the  number  of  genes  involved.  Fortunately,  genetic 
analysis'  can  progress  faster  in  the  hamster  since  two  or 
three  generations  can  be  produced  per  year. 


Hamsters  with  Diabetic  Genes  Overeat 

Perhaps  one  of  the  most  significant  observations  is 
that  hamsters  with  diabetic  genes  have  significantly  in- 
creased food  consumption  prior  to  development  of  clinical 
signs  of  diabetes.  Further,  if  the  animal  with  diabetic  genes 
were  limited  to  a normal  amount  of  food,  onset  of  diabetes 
could  be  delayed  and  reduced  in  severity,  and  the  animal 
could  have  a normal  life  span  of  34-35  months.  Those 
animals  that  develop  the  clinical  symptoms  have  a shorter 
life  span,  which  varies  with  the  severity  of  the  disease.  Inter- 
estingly, decreases  in  the  incidence  of  human  diabetes  were 


Peripheral  diabetic  neuro- 
pathy. Top  photo,  Chinese 
hamster;  bottom  photo,  58- 
year-old  diabetic  man.  The 
encirclement  of  myelinated 
nerve  fibers  by  thin  Schwann 
cell  processes,  indicated  by 
arrows,  is  a cellular  reaction 
to  chronic  demyelination,  and 
is  a characteristic  finding  in 
thisconditionin  both  man  and 
the  Chinese  hamster. 


Implications  for  the  Future 

The  purpose  of  the  Upjohn  Research  Group  is  to 
attempt,  through  its  work  with  the  Chinese  hamsters,  to  find 
the  basic  genetic  lesion  or  lesions  associated  with  diabetes. 
Such  knowledge  could  provide  the  information  necessary 
to  predict  the  disease  in  humans,  to  define  its  exact  mode  of 
inheritance,  and  to  initiate  studies  aimed  at  correcting  the 
defect  or  defects.  Hopefully,  it  will  eventually  be  possible  to 
devise  methods  to  prevent  the  development  of  the  abnor- 
malities associated  with  the  disease,  if  the  defect  or  defects 
can  be  corrected.  Such  methods  may  replace  all  treatment 
in  use  today. 

Already,  a beginning  has  been  made  in  the  establish- 
ment of  programs  to  apply  the  information  gained  from  the 
hamster  research.  The  Upjohn  Group  is  currently  working 
with  pediatric  endocrinologists  in  an  attempt  to  define  the 
genetics  of  human  diabetes  and  to  confirm  retrospectively 
whether  the  discoveries  concerning  dietary  manipulation 
in  genetically  diabetic  hamsters  can  be  applied  to  humans. 
Should  the  results  of  these  investigations  be  positive,  and  if 
it  becomes  possible  through  further  work  with  the  hamsters 
to  identify  prediabetic  humans  before  they  develop  signs  of 
the  disease,  an  enormous  stride  will  have  been  made.  Even 
though  the  investment  in  this  research  is  made  with  no 
guarantee,  this  risk  must  be  undertaken. 

Note:  For  bibliography  of  published  papers,  please  write  to  W.  E. 
Dulin.PhD,  Upjohn  Diabetes  and  Atherosclerosis  Research  Group, 
7241-25-9,  Kalamazoo,  Michigan  49001. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 
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ACUTE  REVERSIBLE  BLINDNESS 
WITH  PAPILLOMACULAR  RASH, 
HEARING  LOSS  AND  MININGISMUS 


HERBERT  S.  WOLDOFF,  M.D. 
EDWARD  B.  WALDMANN,  M.D. 


SYNOPSIS 

A 29-year-old  Mexican  female  was  admitted  for 
evaluation  of  acute  blindness  with 
papillomacular  rash,  hearing  loss,  and  men- 
tngismus.  Approximately  one  month  prior  to 
her  admission  the  patient  had  been  exposed  to  a 
child  with  scarlet  fever.  Comprehensive  medical 
evaluation  led  to  a diagnosis  of  Vogt-Koyanagi- 
Harada  syndrome.  The  ASO  titer  was  mildly 
abnormal,  no  bacteria  were  cultured,  and  the  viral 
agglutinins  were  at  normal  levels.  Medical 
therapy  included  prednisone,  Cyclogyl,  Neo- 
synephrine  and  dexamethasone  ophthalmic 
drops,  and  retrobulbar  injections  of 
triamcinolone.  This  regimen  produced  gradual 
improvement,  and  the  patient  was  discharged 
seven  days  later  on  systemic  prednisone  and 
dexamethasone  ocular  drops.  Within  two  months 
the  vision  showed  marked  improvement,  with 
resolution  of  the  retinal  detachments.  All 
medication  was  discontinued.  Five  weeks  later 
there  was  a recurrence  of  uveitis,  and  posterior 
synechiae  and  non-rhegmatogenous  retinal 
detachment  were  observed  in  the  right  eye. 
Medical  therapy  was  reinstituted,  and  the 
condition  was  reversed.  The  Vogt-Koyanagi- 
Harada  syndrome,  a multisystem  disease  entity, 
has  been  described  in  the  neurologic,1  the 
dermatologic,2  the  otolaryngolic,3as  well  as  the 
ophthalmologic  literature.  The  case  report  that 
follows  illustrates  the  complexities  of  diagnosis 
and  treatment  of  multisystem  involvement. 


FROM:  Si.  Joseph's  Hospital  Medical  Cenler,  Phoenix,  AZ.  Depl. 
of  Opihalmology  (Dr.  Woldoff),  Dept,  of  Medicine  (Dr.  Waldmann). 
Reprint  requests  to  421  N.  18th  St.,  Suite  112,  Phoenix,  85006  (Dr. 
Woldoff). 
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Fig.  1.  Left  eye  at  time  of  initial  examination.  Note  tense, 
bullous  detachment  of  the  entire  retina. 


CASE  REPORT 

C.  M.,  a 29-year-old  Mexican  female,  was  first 
seen  in  consultation  on  May  30,  1973.  At  that 
time,  the  patient  reported  that  for  approximately 
two  weeks  she  had  experienced  a marked  decrease 
in  vision  in  both  eyes.  On  April  20,  1973,  three 
days  after  she  was  exposed  to  a child  with  scarlet 
fever,  the  patient  had  developed  a sore  throat  and 
a transient  rash  down  her  neck  and  both  arms. 
Two  weeks  prior  to  consultation  she  had 
developed  right  flank  pain  after  which  a 
diagnosis  of  pyelonephritis  had  been  made. 
During  consultation,  she  also  complained  of 
recent  hearing  loss  in  the  left  ear,  stiffness  of  the 
neck,  and  right-sided  headaches. 

On  admission  to  St.  Joseph’s  Hospital  and 
Medical  Center,  the  physical  and  neurological 
examinations  were  essentially  unremarkable. 
Neither  poliosis  (whitening  of  the  hair  and  lashes) 
nor  vitiligo  was  noted.  Ophthalmologic 
examination  revealed  the  vision  in  the  right  eye  to 
be  light  perception  with  inaccurate  projection 
and  that  in  the  left  eye  to  be  light  perception  with 
accurate  projection.  Intraocular  pressure  by 
applanation  was  3 mm  Fig  in  both  eyes.  Heavy 
mutton-fat  keratitic  precipitates  were  present  on 
the  posterior  inferior  aspects  of  both  corneae. 
Flare  and  cells  were  present  in  the  aqueous  and 
vitreous  humors.  A posterior  synechia  was 
present  between  the  left  iris  and  lens  at  11:00. 
Non-rhegmatogenous,  tense,  bullous  retinal 
detachments  were  present  in  both  eyes  (Figs  1 and 
2). 

Laboratory  studies,  including  complete  blood 
count,  SMA-12,  creatinine,  three  L.E.  clot 
preparations,  two  ANA  titers,  febrile  agglutinins, 
erythrocyte  sedimentation  rate,  electrolytes,  and 
serum  protein  electrophoresis  were  either 
negative  or  normal.  An  ASO  titer  was  elevated  to 
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166  (100  maximum  normal). 

The  urinalysis  was  normal,  but  the  colony 
count  was  105,  with  diphtheroids  predominating. 
A throat  culture  grew  mostly  alpha  streptococcus. 

Skin  tests,  including  PPD  intermediate, 
coccidioidin  1:10  dilution,  and  histoplasmin, 
were  all  negative.  The  Sabin-Feldman  dye  test  for 
toxoplasmosis  was  1:16.  Viral  studies  from  both 
the  serum  and  the  cerebrospinal  fluid  were 
normal.  Complement  fixation  tests  for 
coccidioidomycosis  and  histoplasmosis  were 
negative,  as  was  the  coccidioidomycosis 
precipitin  test. 

The  spinal  tap  revealed  a clear,  colorless  fluid 


Fig.  3.  Left  eye  after  institution  of  medical  therapy.  Note  the 
reabsorption  of  sub-retinal  fluid.  Retina  is  still  bullous 
inferiorly. 

with  normal  pressures  and  normal  protein  and 
glucose  levels;  but  100  WBC’s/mm3  and  17 
RBC’s/mm3  were  noted.  The  india  ink 
preparation,  routine  culture,  and  the  TBCculture 
of  the  cerebrospinal  fluid  were  all  negative.  X- 
rays  of  the  chest,  the  sinuses  and  the  skull  were 
normal,  as  was  the  brain  scan.  An  audiogram 
disclosed  mild  bilateral  hearing  loss 
averaging  20  db  in  the  right  ear  and  28  db  in 
the  left. 


Fig.  4.  Left  eye  following  remission.  Note  pigment  dispersion 
in  the  macular  area  as  well  as  pigmented  lines  and  atrophic 
areas. 


The  patient  was  placed  on  prednisone  (120  mg 
daily  in  divided  doses)  and  Cyclogyl  (1%),  Neo- 
synephrine  (10%),  and  dexamethasone  (0.1%) 
ophthalmic  drops.  Triamcinolone  (40  mg,  i.e., 
1 cc)  was  injected  retrobulbarly  in  both  orbits  on 
three  separate  occasions.  With  this  medical 
regimen,  there  was  gradual  improvement  in  the 
condition  of  the  eyes.  The  posterior  synechia  in 
the  left  eye  promptly  resolved,  and  the  sub-retinal 
fluid  began  to  reabsorb  (Fig  3).  The  patient  was 
discharged  on  June  6,  1973,  on  prednisone  (60  mg 
every  other  day  in  divided  doses)  and  on 
dexamethasone  (0.1%)  ocular  drops  four  times 
daily  in  both  eyes.  By  August  1973  the  vision,  with 


Fig.  5.  Righl  eye  after  remission.  Note  pigment  dispersion  in 
the  macular  area  as  well  as  pigmented  lines  and  atrophic  areas. 


resolution  of  the  retinal  detachments,  had 
improved  to  20/50  and  20/40  in  the  right  and  left 
eyes,  respectively.  Many  pigmented  lines  and 
atrophic  areas  were  noted;  all  medication  was 
discontinued  (Figs  4 and  5).  Five  weeks  later  the 
vision  in  the  right  eye  had  fallen  to  count  fingers. 
Cells  and  flare  were  noted  in  the  aqueous  humor. 
Posterior  synechiae  (Fig  6)  and  a recurrent  non- 
rhegmatogenous  retinal  detachment  were 


Fig.  6.  Posterior  synechia  which  caused  exacerbation  of  the 
uveitis  following  discontinuation  of  systemic  and  topical 
medications. 


observed  in  the  right  eye.  Reinstitution  of 
cycloplegic,  mydriatic,  and  anti-inflammatory 
ophthalmic  drops  and  a retrobulbar  injection  of 
triamcinolone  caused  prompt  resolution  of  the 
uveitis  and  retinal  detachment  as  well  as 
disappearance  of  the  posterior  synechiae.  When 
the  patient  was  last  seen,  on  September  13,  1973, 
the  vision  had  again  returned  to  20  50  in  the  right 
eye  and  20/40  in  the  left.  A mild  neurodermatitis 
was  noted,  and  the  patient  was  referred  to  a 
dermatologist. 

DISCUSSION 

Acute  nonsuppurative  choroiditis  with  retinal 
detachment,  but  without  anterior  uveal 
involvement,  in  an  otherwise  healthy  youngadult 
was  reported  by  Flarada  in  1926/  He  described 
this  condition,  accompanied  by  malaise, 
vomiting,  headaches,  and  spinal  fluid  pleocytosis 
and  followed  by  retinal  detachment  with  marked 
pigment  dispersion  and  later  improvement  of 
visual  acuity  to  normal  or  near-normal  levels,  and 
called  it  “Acute  Serous  Choroiditis.”  Vogt5  and 
Koyanagi6  described  patients  with  bilateral 
anterior  exudative  iridocyclitis  associated  with 
retinal  detachment,  poliosis,  dysacousia, 
alopecia,  vitiligo,  and  cerebrospinal  fluid 
pleocytosis.  Loss  of  vision  was  common 
following  this  malady.  The  major  differences 
between  the  two  entities  lie  in  the  severity  of  the 
cerebral  symptoms  and  localization  of  the  ocular 
signs  and  symptoms  to  the  posterior  aspect  of  the 
globe  in  Harada’s  disease.  Most  investigators 
today  combine  the  two  under  the  name  of 
uveomeningitic  syndrome  or  Vogt-Koyanagi- 
Harada  syndrome  (disease). 

This  entity  generally  affects  young  adults.  Both 
sexes  are  affected  equally,  and  the  preponderance 
of  cases  has  been  reported  in  dark-skinned  people. 
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HISTOPATHOLOGY  AND 
ETIOLOGY 

Pathologic  findings  show  marked  similarity  to 
sympathetic  ophthalmia.  Inflammatory 
granulomata  consisting  largely  of  epithelioid 
cells,  many  containing  melanin,  are  present  in  the 
uvea  — particularly  the  choroid.  Mounds  of 
epithelioid  cells  in  the  retinal  pigment 
epithelium  (Dalen-Fuchs  nodules)  also  are  seen. 
These  findings,  associated  with  the  extensive 
infiltration  of  the  ciliary  body  and  iris  by 
lymphocytes,  fibroblasts,  and  macrophages7  and 
concomitant  poliosis,8  9 are  strikingly  similar  to 
those  found  in  sympathetic  ophthalmia. 
Alopecia,5  10  hearing  disturbances,11  and 
vitiligo,12  symptoms  associated  with  the 
uveomeningitic  syndrome,  have  also  been 
reported  in  cases  of  sympathetic  ophthalmia.  In 
addition,  marked  proliferation,  scarring,  and 
dispersion  of  the  pigment  of  the  retina,  not 
characteristically  found  in  sympathetic 
ophthalmia,  .are  usually  found  in  the 
uveomeningitic  syndrome. 

Various  etiologies  for  Vogt-Koyanagi-Harada 
syndrome  have  been  proposed.  A viral 
pathogenesis  has  been  suggested  by  many 
investigators.  In  one  of  the  cases  reported,  a virus 
was  isolated  from  the  cerebrospinal  fluid.7  The 
strain  of  virus,  however,  was  not  determined 
because  the  specimen  was  lost  during  transfer  to 
another  laboratory.  Sugiura  et  al  isolated  a virus 
which  gave  one  of  eight  positive  viral 
inoculations  and  a positive  neutralization  test 
with  blood  from  an  affected  patient.13  Morris  and 
Schlaegel  reported  virus-like  inclusion  bodies  in 
the  sub-retinal  fluid.14  Takahashi  injected 
vitreous  fluid  from  a patient  with  Harada’s 
disease  intracisternally  in  rabbits,  which 
produced  a descending  neuritis  and  uveitis  that 
could  be  transferred  to  other  rabbits.15 
Inoculation  of  the  cerebrospinal  fluid  of 
Takahashi's  patient  into  the  vitreous  humor  of 
rabbits  caused  inflammation  in  one  of  four 
rabbits  tested.  Ikui  and  Fuzuyoshi  injected 
aqueous  humor,  spinal  fluid,  and  subretinal  fluid 
from  affected  patients  into  the  vitreous  humor  of 
rabbits,  and  uveitis  did  develop.16  In  none  of  the 
above  cases,  however,  was  the  opposite  eye 
involved. 

An  endocrine  pathogenesis6  has  been  proposed 
because  of  pigmentary  distrubances  found  in 
Addisonian  cases  and  hypopigmentation  found 
in  eunuchoid  cases.  There  is,  however,  no 
evidence  to  establish  this  connection. 


An  allergic  or  autoimmune  etiology  has  also 
been  proposed.  Peters  first  suggested  that  uveal 
pigment  sensitization  could  cause  the 
syndrome.17  Earlier,  Elschnig  had  suggested 
uveal  pigment  sensitization  as  the  cause  of 
sympathetic  ophthalmia.18  A positive  uveal  skin 
test  has  been  reported,19  and,  as  mentioned  earlier, 
there  are  striking  pathologic  similarities  between 
the  Vogt-Koyanagi-Harada  syndrome  and 
sympathetic  ophthalmia. 

Although  the  viral  etiology  theory  seems  to  be 
gaining  favor,  it  must  be  stated  that  no  definite 
etiology  can  be  proven  at  this  time. 

TREATMENT  AND 
COMPLICATIONS 

High  doses  of  topical  and  systemic  steroids  and 
cycloplegic  eye  drops  are  generally  utilized  in  the 
treatment  of  Vogt-Koyanagi-Harada  syndrome. 
Resolution  usually  begins  with  the  return  of  the 
lashes,  hair  and  skin  to  their  normal  color.  The 
discontinuation  of  medication  too  quickly  may 
lead  to  exacerbations.  The  complications  are 
those  of  long-standing  uveitis,  i.e.,  glaucoma 
secondary  to  iris  bombe  with  posterior  synechiae 
or  peripheral  anterior  synechiae,  phthisis  bulbi, 
and  cataractous  changes  of  the  lens. 
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QUALITY  OF  DEATH  CERTIFICATE  DIAGNOSIS 
AS  COMPARED  TO  AUTOPSY  FINDINGS 


A generation  ago  the  plea  was  for  more  autopsy 
performance  to  find  the  real  cause  of  death.  As  the 
author  points  out — a new  look  is  now  needed. 

It  has  become  obvious  that  in  many  cases  the 
diagnosis  on  a death  certificate  may  have  actually 
no  bearing  whatsoever  or  any  relation  to  the  cause 
of  death  of  a given  patient.  The  importance  of  this 
statement  is  magnified  by  the  fact  that  the  vital 
statistics  regarding  causes  of  death  in  this  country 
are  based  solely  on  the  entry  made  on  the  first  few 
lines  of  the  death  certificate. 

What  is  more  important  is  that  research  and 
research  money  is  channeled  through  the 
government  or  private  foundations  to  support 
scientific  achievements  in  the  various  fields 
related  to  the  causes  of  death.  The  amount  of 
money  so  funded,  whether  motivated  by  political 
or  medical  considerations,  is  directly  related  to  the 
importance  given  to  the  various  causes  of  death. 

It  therefore  becomes  obvious  that  vital  statistics 
information  with  relation  to  causes  of  death  is  one 
of  the  most  important  indicators  of  how  the 
government  and  private  institutions  spend  their 
money  for  research  and  training  programs. 

The  object  of  this  report  is  to  refute  the  validity 
of  the  vital  statistics  reports  in  this  country  that 
are  based  on  death  certificates  which  have  no 
relation  in  more  than  80%  of  the  cases  to  any 
autopsy  findings  of  the  cause  of  death. 

In  this  country  it  is  estimated  that  only  20%  of 
the  people  who  die  are  autopsied.  Although  I’m 
sure  that  these  statements  come  as  no  surprise  to 
any  practicing  physician,  it  is  interesting  to  note 
that  to  date  there  has  been  no  major  report 
recorded  in  any  journal  that  correlates  the  clinical 
abstract  of  patients  which  leads  to  the  diagnosis 
on  the  death  certificate  as  compared  to  the 
autopsied  case  findings. 

The  only  report  in  the  literature  which  comes 
close  to  trying  to  correlate  the  clinical  and  the 
autopsy  is  a report  out  of  Jerusalem  which  was  a 
study  based  on  500  consecutive  autopsied  patients 
between  1963,  and  1966,  at  Hadassah  University 
Hospital.1  The  authors’  conclusion  was  that  the 
death  certificate  had  marked  limitations  as  an 
indication  of  the  presence  of  myocardial 
infarction,  cerebral  vascular  disease,  pulmonary 
embolism  or  infarction,  and  other  less  common 
diseases. 

This  study,  however,  was  limited  in  scope,  as 
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the  authors  acknowledged,  in  that  most  of  the 
patients  were  of  a particular  ethnic  group. 

The  case  continues  against  the  use  of  the  death 
certificate  as  having  any  validity  whatsoever 
except  in  20%  of  the  cases  noted. 

In  “An  Epidemiology  of  Autopsies”  reported 
out  of  Monroe  County,  New  York,  the  authors  of 
the  article  make  the  following  comment: 
“The  average  (hospital)  autopsy  rate  from  one 
state  to  another  is  about  20%  to  40%.  The  range  is 
considerable,  from  42%  in  Hawaii  to  11%  in 
Kentucky.  In  some  parts  of  Sweden,  however,  the 
rate  is  actually  as  high  as  95%. ”2 

If  you  consider  the  number  of  non-medical 
examiner  type  deaths  which  occur  at  home,  the 
20%  figure  might  even  be  lower. 

Other  criticisms  regarding  the  death  certificate 
are  obvious,  too.  For  example,  in  this  country  a 
physician  may  sign  the  death  certificate  of  a 
patient  that  he  hasn’t  even  seen  in  several  months 
as  long  as  he  feels,  or  the  family  feels,  that  the 
cause  of  death  was  indeed  natural.  It  is 
notewrothy  here  that  in  Northern  Ireland  there  is 
a requirement  that  the  physician  have  attended 
the  patient  within  a 28-day  period  prior  to  death. 
Otherwise  the  medical  examiner  must  be  notified. 

In  a report  from  that  country  by  a forensic 
pathologist  he  attempted  to  categorize  natural 
and  unnatrual  causes  of  death  from  clinical 
abstracts  of  1,000  consecutive  autopsied  cases  of 
medical  examiner  material.3  It  is  of  interest  in  that 
in  the  natural  deaths  there  was  11%  error  made 
generally  in  misdiagnosing  as  heart  disease  cases 
of  cerebral,  vascular  and  pulmonary  causes. 

Even  if  some  of  these  criticisms  are  brushed 
aside,  we  find  that  in  looking  at  a death  certificate, 
it  tends  to  tell  us  more  about  the  physician 
writing  it  and  how  he  may  feel,  rather  than  what 
actually  happened  to  the  patient. 

For  example,  we  all  enter  the  cause  of  death  on  a 
death  certificate,  but  some  of  us  are  of  the  opinion 
that  the  actual  cause  of  death  should  be  the  “coup 
de  grace”  such  as  pneumonia  following 
metastatic  tumor,  or  shock  following  pulmonary 
embolization.  In  the  first  case,  for  example,  the 
research  should  not  be  directed  toward  this  type  of 
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pneumonia  for  it  never  would  have  occurred  if  the 
patient  had  not  had  the  terminal  cancer. 

In  the  second  case,  we  should  not  put  our 
energies  toward  trying  to  alleviate  shock,  when  in 
actual  fact  it  would  not  have  occurred  had  the 
patient  not  had  pulmonary  emboli. 

This  is  not  to  say,  however,  we  shouldn’t  try  to 
correct  conditions  of  pneumonia  and  shock  for 
other  reasons.  But  our  primary  efforts  should  be 
designed  to  correct  the  underlying  condition. 

And  so  we  have  various  causes  of  death 
according  to  various  physicians’  opinions  as  to 
what  is  important. 

Let’s  look  at  it  from  the  other  angle.  Let’s 
assume  that  we  allow  the  pathologist  to  write  the 
death  certificate  of  a patient  on  all  the  autopsied 
patients.  Again  we  find  an  error. 

We  all  know  as  clinicians  that  when  the  patient 
is  autopsied,  the  pathologist  will  enter  as  cause  of 
death  what  he  finds  at  autopsy  as  the  major  cause. 
For  example,  if  a patient  undergoes  autopsy  and 
has  extensive  pneumonia,  enlarged  heart,  and  the 
brief  review  of  the  chart  by  the  pathologist 
indicates  that  the  patient  had  hypertension,  the 
pathologist  may  well  put  down  pneumonia  as  the 
cause  of  death. 

In  actual  fact,  the  clinician  following  the 
patient  would  readily  indicate  that  the  cause  of 
death  was  hypertension,  hypertension  causing 
enlargement  of  the  heart  and  pulmonary 
congestion  which  eventually  led  to  pneumonia. 

There  are  cases  where  known  myeloprolifera- 
tive diseases  are  signed  out  by  a pathologist  as  just 
anemia  and  pneumonia. 

And  so  we  come  down  to  the  idea  that  the  only 
meaningful  data  that  should  be  incorporated  in 
our  vital  statistics  is  that  which  is  obtained  by  a 
clinician  who  treats  a patient  who  dies,  and  who 
also  has  the  advantage  of  the  autopsy  findings. 

As  mentioned  earlier,  this,  unfortunately, 
occurs  in  a mere  20%  of  the  cases. 

The  following  table  (attached  at  the  end  of  the 
report)  and  results  in  this  report  will  show  the 
importance  of  these  considerations. 

By  way  of  a background,  to  further  my  own 
direct  knowledge  in  medicine,  I managed  to  keep 
personal  records  on  all  the  patients  I treated  who 
eventually  died  and  were  autopsied  from  the  first 
day  of  medical  school  till  the  present  time. 

This  covers  a period  from  1955  to  1975,  and 
more  than  250  cases.  Most  of  the  cases  occurred 
while  I was  C.hief  Resident  at  Maricopa  County 
Hospital.  Phoenix,  Arizona,  in  1964  and  1965. 


The  remainder  are  scattered  around  that  date  with 
the  majority  occurring  between  1959  and  1965. 

However,  this  gives  a general  idea  of  causes  of 
death  in  people  from  the  Northeast  (Connecticut 
and  New  York),  the  Southeast  (Maryland  and 
Virginia),  as  well  as  in  the  West  (Arizona).  The 
median  age  of  the  group  is  58. 

It  is  obvious  that  this  report  covers  only  a small 
section  of  the  country,  as  mentioned,  and  in 
addition,  most  of  the  patients  were  considered 
indigent. 

The  other  limitation  to  this  study  is  that  by  far 
the  majority  of  these  patients  were  what  is 
regarded  as  internal  medical  problems,  and  in 
addition,  most  of  them  with  few  exceptions  are 
non-criminal  or  non-medical  examiner  material. 
This  tends  to  eliminate  trauma  and  accidents  as  a 
major  cause  of  death  in  this  study  which  is 
concerned  with  natural  causes  of  death. 

In  studying  the  figures  showing  the  break- 
downs for  causes  of  death,  it  is  obvious  that 
tumors  are  now  the  leading  cause  of  all  deaths, 
according  to  this  study,  and  heart  disease  is  a mere 
fraction,  or  one-third  as  important,  as  formerly 
thought  according  to  the  vital  statistics.4 

It  is  interesting  that  if  you  add  the  deaths  from 
pulmonary  diseases,  emboli  and  pneumonia,  and 
strokes  to  the  deaths  from  heart  disease,  you  come 
close  to  the  percentage  given  for  death  caused  by 
heart  disease  in  vital  statistics.  It  is  of  interest,  too, 
that  the  deaths  from  pulmonary  emboli  are 
almost  as  common  as  deaths  from  pneumonia. 

More  emphasis  should  undoubtedly  be  placed 
on  the  diagnosis  and  treatment  of  pulmonary 
emboli  which  was  the  cause  for  death  in  6%  of  the 
cases  in  this  study.  Most  physicians  who  have 
been  in  private  practice  for  any  length  of  time  will 
honestly  admit  they  have  missed  the  diagnosis  of 
pulmonary  emboli. 

As  an  interesting  item  not  directly  related  to  the 
purpose  of  this  study  it  was  noted  that 
tuberculosis  in  this  study  is  still  one  of  the  10 
major  causes  of  death,  yet  clincians  no  longer 
routinely  culture  for  tuberculosis  in  cases  of 
chronic  cough. 

A study  performed  at  the  Boston  City  Hospital 
between  1955  and  1965, asimilar  period  tothecases 
in  this  study,  indicated  that  cancer  accounted  for 
one  quarter  of  all  the  autopsied  cases  which  were 
selected  randomly.5  The  authors  also  note  that 
40%  of  the  2,734  patients  had  serious  clinical 
errors  in  the  diagnosis  of  cancer. 
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Breakdown  by  Race  and  Sex  of  Certain  Causes  of  Death 
As  Determined  by  260  Autopsied  Cases,  1955  — 1975 


Causes  of  Death 

White  Male 

White 

Female 

Black 

Male 

Bla<  k Female 

■Heart  Disease 

18 

1 6.98% 

10 

1 1 .63% 

1 

2.70% 

4 12.90% 

Cancer 

23 

21.70% 

17 

19.77% 

7 

18.92% 

1 3.23% 

Stroke 

4 

3.77% 

5 

5.81% 

2 

5.41% 

2 6.45% 

Influenza  & Pneumonia 

8 

7.55% 

9 

10.47% 

3 

8.11% 

1 3.23% 

Bront  hitis,  Emphysema, 

7 

6.60% 

2 

2.33% 

9 

5.41% 

1 3.23% 

Asthma 

Cirrhosis  of  the  liver 

3 

2.83% 

5 

5.81% 

0 

1 3.23% 

Rheumatic  Heart  Disease 

1 

.94% 

1 

1.16% 

1 

2.70% 

1 3.23% 

Hypertension 

1 

.94% 

1 

1.16% 

3 

8.1 1% 

1 3.23% 

Arteriosclerosis 

7 

6.60% 

2 

2.33% 

1 

2.70% 

1 3.23% 

Hepatitis 

0 

4 

4.65% 

1 

2.70% 

1 3.23% 

Congenital  Anomalies 

0 

1 

1.16% 

1 

2.70% 

1 3.23% 

Trauma 

9 

1 .89% 

3 

3.49% 

4 

10.81% 

1 3.23% 

Collagen 

6 

5.66% 

3 

3.49% 

0 

2 6.45% 

Pulmonary  Embolus 

5 

4.72% 

6 

6.98% 

1 

2.70% 

4 12.90% 

Pyelonephritis 

3 

2.83% 

4 

5.77% 

4 

10.81% 

4 12.90% 

Meningitis 

2 

1 .89% 

3 

2.31% 

0 

1 3.23% 

Tuberculosis 

6 

5.66% 

0 

1 

2.70% 

1 3.23% 

Syphilis 

3 

2.83% 

0 

0 

0 

All  Other 

7 

6.60% 

10 

1 1 .63% 

5 

13.51% 

3 9.69% 

In  another  study  out  of  Johns  Hopkins 
University  School  of  Hygiene  and  Public  Health 
in  Baltimore,  the  doctors  involved  agreed  that 
because  of  the  rapidity  of  events  leading  up  to  the 
deaths  attributed  to  arteriosclerotic  heart  disease, 
the  accuracy  of  the  diagnosis  is  often  based  only 
on  a history  of  heart  disease,  or  the  suddenness  of 
the  death  with  the  absence  of  any  other  significant 
disease.* 1 2 3 * 5 6  Although  their  report  is  not  as  closely 
related  to  autopsy  cases  as  the  current  report,  it 
tends  to  support  the  theory  that  there  is 
considerable  mis-diagnosis  with  regard  to  heart 
disease. 

Conclusions:  The  use  of  national  vital  statistics 
with  regard  to  the  cause  of  death  which  are  related 
to  information  found  on  death  certificates  as 
presently  compiled  will  lead  to  erroneous  results, 
and  are  grossly  limited  in  value  in  ascertaining 
the  true  causes  of  death. 

Knowing  the  cause  of  death  is  important  as  far 
as  placing  emphasis  on  treatment,  prevention  and 
training.  This  study  does  not  pretend  to  be  a 
complete  study  involving  the  entire  country,  but 
is  a random  sampling  of  the  general  population 
from  the  Northeast,  Southeast,  and  West. 

It  has  certain  limitations  in  that  the  number  of 
cases  is  actually  low,  260,  and  it  tends  to  be 
selective  in  internal  medical  problems  and  in 
indigent  population.  It  seems  to  have  a fair 
distribution  with  regard  to  race 

It  is  hoped  that  this  report  will  stimulate  a 
controversy  and  a more  thorough  examination  of 
this  problem. 


Causes  of  Death 

•All  Deaths, 
U.  S. 

••All  Deaths, 
Report 

Diseases  of  Heart 

755,864 

38.50% 

33 

12.69% 

Cancer 

345,618 

17.60% 

48 

18.46% 

Stroke 

213,344  10.80% 

13 

5.00% 

Influenza  Sc  Pneumonia 

62,580 

3.20% 

21 

8.08% 

Bronchitis,  Emphy- 
sema, Asthma 

30.768 

1 .60% 

12 

4.62% 

Cirrhosis  of  Liver 

32.576 

1.70% 

9 

3.46% 

Rheumatic  Heart  Dis. 

Not  included 

4 

1.54% 

Hypertension 

Not  included 

6 

2.31% 

Arteriosclerosis 

32,486 

1.60% 

1 1 

4.23% 

Hepatitis 

Not  included 

6 

2.31% 

Congenital  Anomalies 

14,698 

.70% 

3 

1.15% 

Accidents/ trauma 

Not  available 

10 

3.85% 

Collagen 

Not  included 

11 

4.23% 

Pulmonary  Embolus 

Not  included 

16 

6.15% 

Pyelonephritis 

Not  included 

15 

5.77% 

Meningitis 

Not  included 

6 

2.31% 

Tuberculosis 

Not  included 

8 

3.08% 

Syphilis 

Not  included 

3 

1.15% 

All  Other 

437,336 

22.30% 

25 

9.62% 

*U.S.  “Monthly  V'ital  Statistics  Report,'  Vol.  23,  No.  8, 
supplement  (2),  Nov.  6,  1974  (Summary  Report  - Final 
Mortality  Statistics,  1972) 

••Report  on  260  autopsied  cases,  1955  - 1975 
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THE  ATTACK  ON  THE  PROBLEM 
OF  MENTAL  RETARDATION 
IN  ARIZONA 

MARGARET  S.  TENBRINCK,  M.D. 


It  was  not  until  after  World  War  II  that  definite 
plans  for  the  care  of  the  retarded  in  Arizona  started 
to  take  shape. 

The  site  for  the  Children’s  Colony,  a residential 
facility,  was  chosen  as  Coolidge.  In  1948  the  plans 
were  started  and  in  1952  the  first  residents  were 
admitted. 

Special  education  started  in  1951  with  a group 
of  homebound  students.  In  1956  special  classes 
were  organized  in  some  of  the  school  districts.*  In 
1962  the  legislature  defined  the  trainable  group 
and  provided  financial  aid. 

It  obviously  became  necessary  to  identify  the 
retarded  who  were  eligible  for  special  education. 
The  Child  Evaluation  Center,  Phoenix,  was 
established  in  1957  as  a federally  funded, 
demonstration  project  for  five  years.  In  1965  a 
similar  Child  Evaluation  Center  in  Tucson 
opened.  In  addition  to  the  Center-based 
evaluations,  a mobile  unit  makes  a monthly  field 

EDITOR’S  NOTE:  Such  private  agencies  as  the 
Arizona  Society  for  the  Brain  Injured,  the  Perry 
Institute,  United  Cerebral  Palsy  Association, 
and  the  Valley  of  the  Sun  School,  among 
others  helped  catalyze  the  public  interest  in 
facilities  to  provide  evaluation  and  special 
educational  capabilities  for  the  mental 
retarded. 


FROM:  Arizona  Dept,  of  Economic  Security  Child  Evaluation  Center, 
1824  E.  McKinley  St.,  Phoenix,  AZ  85006  (Dr.  Tenbrinck) 
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trip.  In  1973  the  Flagstaff  Center  was  organized. 
This  is  a completely  mobile  unit  using  a team  of 
professionals  and  local  pediatricians.  The 
purpose  of  all  the  Centers  is  to  evaluate  any  child 
slow  in  development  and  suspected  of  being 
mentally  retarded.  The  evaluation  is  carried  out 
by  a team  of  specialists,  each  of  whom  makes  his 

Review  of  1965  Reports 

1.  Estimated  number  of  retardates  45,000 

Estimated  number  of  severely  retarded  1,500 

2.  Retardates  served  throughout  State  ( 1 year)  1,049 

C.E.C.,  Phoenix,  evaluations  307 

(C.E.C.,  Tucson,  opened  January  1,  1965) 


Residents  at  Children's  < 

Colony,  Cooli 

Degree  of  retardation 

Mild 

124 

Moderate 

212 

Severe-profound 

566 

Age  groups 

Preschool 

27 

School  age 

623 

Adult 

252 

Figure  1 


own  careful  study  in  his  field  of  specialization. 
The  team  consists  of  the  clinical  social  worker, 
psychologist,  public  health  nurse,  pediatrician, 
speech  and  hearing  clincian,  and  nutritionist.  In 
Phoenix  the  consultant  psychiatrist  and  pediatric 
neurologist  attend  the  staffing  conferences  and 
see  privately  any  children  as  indicated. 

In  1961,  under  the  late  President  Kennedy, 
national  planning  for  retardation  received  its 
greatest  impetus.  Arizona  published  a 
comprehensive  plan  of  services.  These  were  to 
include  prevention,  community  activities,  and  fill 
the  needs  of  families  of  retardates,  homebound 
retardates,  and  include  retardates  of  all  ages. 

These  1965  reports  picture  the  extent  of  the 
services  then  in  use.  As  the  State  census  was  about 
1.5  million  people  the  number  of  retardates  was 
estimated  at  about  45,000,  of  whom  1,500  were 
expected  to  be  severely  retarded.  The  number  of 
retardates  serviced  throughout  the  state  in  the  12- 
month  period  was  1,049,  of  whom  307  had  been 
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Figure  2 
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evaluated  at  the  Phoenix  Child  Evaluation 
Center,  the  Tucson  C.E.C.  having  just  opened.  At 
the  same  time  the  Coolidge  Children’s  Colony 
had  a census  of  902.  At  first  glance  it  would  seem 
that  the  majority  of  the  estimated  severely 
retarded  had  been  recipients  of  state  services  and 
most  of  these  had  found  residence  in  the  Coolidge 
Colony.  On  closer  look  (Fig  1),  however,  one  sees 
that  there  were  many  only  mildly  or  moderately 
retarded  at  Coolidge,  with  566  being  significantly 
retarded.  Coolidge,  therefore,  was 
accommodating  about  half  the  estimated 
significantly  retarded  and  there  were  few  services 
available  for  the  others  and  less  retarded. 

In  order  to  administer  more  advantageously  to 
all  retardates,  the  State  Department  of  Mental 
Retardation  was  founded  in  1970.  The  same  year 
the  facility  at  I ucson  was  inaugurated.  This 
includes  daytime  and  residential  training 


programs. 

Not  until  1973  were  the  training  programs  for 
Phoenix  organized.  On  July  1 the  old  Crippled 
Children’s  Hospital  became  the  Garfield  facility 
for  the  residential  training  of  the  nonambulatory, 
profoundly  retarded.  At  the  same  time  theC.E.C., 
Phoenix,  was  housed  in  the  former  Outpatient 
Department  and  surgical  suite. 

In  1974  the  Department  of  Mental  Retardation 
became  a division  of  the  State  Department  of 
Economic  Security.  The  McDowell  facility  was 
completed  that  autumn  for  the  ambulatory 
residents  and  day  care  trainees.  The  overcrowding 
at  Coolidge  is  being  relieved  and  comprehensive 
training  has  become  available  for  Phoenicians 
in  their  own  city. 

The  Child  Evaluation  Center,  Phoenix,  is 
directly  under  the  Office  of  Mental  Retardation  in 
the  State  Department  of  Economic  Security  (Fig. 


CHILD  EVALUATION  CENTER 


Local  physicians  (25%) 
Publich  Health  Nurses 
Hospital  clinics 


REFERRALS 


Local  schools  (25%) 
Community  agencies 
Other  (parents,  publicity,  etc.) 


INTAKE  INTERVIEW 


-r 


Social  Worker 
Public  Health  Nurse 
Nutritionist 
Psychologist 
Pediatrician 

Spee<  h & Hearing  Therapist 
(Physical  Therapist) 
(Educator) 


Physicians 

Public  Health  Nurses 
Agency  Workers 


S 

l 

ocial  Work 

?r 

i 

MULTIDISCIPLINARY  EVALUATIONS 

STAFFING  CONFERENCE 
(All  Team  Members) 

With  invited  participants 


Consultants:  Neurologist 
Psychiatrist 

Other 

Specialists:  Ophthalmologist 

Orthopedist 
Otonasolaryngologist 
Physiatrist 

Laboratory:  X-rays 

Chemistries 
Chromosomes,  etc. 


Teachers 

School  Psychologists 


Grandparents 

Stepparents 


Physicians 

Counseling  Agencies 


PARENT  CONFERENCE 

1 1 

Including  other  involved  individuals 


REFERRALS 

“H — r- 

i i 
i i 


reevaluations 


Older  sibings 
Legal  guardians 


Schools 

Community  Services  (DES— MR— DD 
Hospital  clinics 
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As  indicated 

Fig.  3 


2).  I he  Nor  thern  C.F..C.  based  in  Flagstaff  is  also 
under  the  Depar  linen  l of  1\<  oiiomik  Set  ur  ily.  I he 
I u<  son  C.F.C.  is  administered  by  Pima  Courtly 
Healtfi  Department.  Only  fixed  federal  funding 
supports  the  (Centers  and,  as  a result,  their  work  is 
progressively  < urtailed. 

A Mow  chat  t (Fig.  .3)  ill  u si  rales  the  main  steps  in 
the  multidisciplinary  evaluation  in  Phoenix. 
Referrals  tan  tome  from  any  ol  tfie  various 
professionals  in  the  community,  with  25%  from 
lot  al  physic  ians  and  25%  from  the  lot  al  st  bools. 
After  an  intake  interview  to  determine  the 
suitability  of  the  referral,  the  various 
examinations  are  scheduled.  Community 
specialist  consultations  and  laboratory  workup 
are  recommended  as  indicated.  Al  the  staffing 
conference  all  the  examinations  are  reviewed. 
Invited  professional  guests  join  in  the  (list  ussion 
of  available  and  appropriate  services.  I he  parent 
tonference  which  follows  is  for  planning  and 
int  lutles  others  who  are  interested  and  none  er  tied. 
Often  adolescent  siblings  find  tfiis  a very 
meaningful  experience.  Appropriate  referrals  arc- 
made  and  reevaluations  promised  when  fell 
iridic  ated. 

A summary  of  the-  last  five-  annual  reports  of  the 
C.F.C.,  Phoenix,  is  reviewed  (Fig.  4).  It  should  be 
noted  that  the-  years  1970,  1971  and  1972  were 
under  the  dim  torshipof  Clarenc  e R.  I .aing,  M.D., 
when  the  Center  was  administered  fry  the 
Maricopa  County  Health  Department.  In  the 
spring  ol  1972,  when  Doc  tor  Laing  left  the  Center, 
the  State-  Department  of  Mental  Retardation 
assumed  the  administration,  although  the 
funding  remained  entirely  by  fede  ral  grant.  In  the 
summer  of  1972  tlx-  Center  did  not  function  arid 
only  started  to  resume  accepting  applications 
toward  the  end  of  the  ye  ar  when  they  acquired  a 
ne  w direc  tor.  For  that  rc-ason  the  census  was  low 
for  the-  ( July  I)  1973  report. 

In  accordance  with  the  terms  ol  the  grant,  the 
emphasis  has  been  on  the-  young  presc  hoot  c hild. 
By  tb<-  last  ye  ar  reported,  51%  of  the  children  seen 
were  under  school  age. 

Mental  retardation  is  currently  defined  as  I.Q. 
readings  below  2 standard  deviations  of  a average 
I.Q.  ol  100  (l  ig.  5).  On  the  Stanford-Binet  Scales 
an  I.Q.  of  09  or  above  is  not  coded  as  retarded. 

1 his  nomenclature  was  adopted  July  I,  1973 
will)  the  new  Manual  on  I c-rminology  and 
Classific  aiicm  in  Mental  Retardation,  1973 
Revision,  American  Association  on  Mental 
Deficiency,  arid  is  reflec  ted  in  the  1974  report. 


Reviewing  the  C.F.C.,  Phoenix,  reports  n is 
noted  that  annually  II  to  54%  of  the  children 
evaluated  ate  not  retarded  by  definition.  Many  ol 
these  children  are  muliihandic apped  and  or 
educationally  handicapped.  In  adulthood,  if 
voc  ationally  trained,  this  group  disappears  in  the 
general  population. 

I he-  mildly  and  moderately  retarded  are  the 
(-durable  and  trainable  groups  in  the  school 
system’s  spec  ial  edne  a lion.  I hey  have  represented 
31  to  49%  of  the  C.F.C.  annual  woik  load.  II 
pioperly  trained  they  can  operate  in  a semi- 
dependent  milieu  in  adult  life. 

I he  severely  and  profoundly  retarded,  on  the 
other  hand,  remain  de  pendent  and  usually  need 
eventual  residential  care.  Ibis  is  especially 
obvious  w i l h the  older,  full  grown, 
rnultihandic  apped  individuals  whose  elderly 
parents  c an  no  longer  handle  them.  ( )n  reviewing 
the  ( \..( . figures,  it  erroneously  looks  as  though 
serious  re  tardation  is  dec  leasing.  The  reason  for 
the  1974  dec  line  is  attributed  to  the  opening  up  of 
facilities  in  Phoenix.  As  a result  of  careful 
screening  at  the  intake  interview,  the  social 
worker  was  able  immediately  to  make 
appropriate  referrals  directly  to  existing 
programs. 

It  would  appear  logical  that  lire  seriously 
retarded  would  be  identified  earlier  than  die  so 
c ailed  "borderline”  who  might  only  surf ac e when 
challenged  fry  the-  educational  system.  In  the 
C.F.C.,  Phoenix,  experience  it  did  not  happen 
this  way  Dig.  6).  A group  ol  181  children 
evaluated  during  197.3  was  reviewed.  Of  ihc-81  not 
retarded  children  34  (42%;  were  brought  lor 
evaluation  in  the  preschool  years.  Of  the  35 
significantly  (severely,  profoundly)  retarded  seen 
in  die-  same  jxriod,  1.3  (.37%)  also  came  in  die 
pi  esc  bool  period  From  this  it  can  be  infer  red  that 
children  with  problems  often  can  be-  identified 
early. 

I be-  Child  I val nation  Center,  Phoenix,  has 
maintained  a close  relationship  with  the  mental 
retardation  facilities.  When  Carfield  for  die 
nonambulalory,  profoundly  retarded  was  opened 
in  July,  1 97.3,  43  residents  were-  admitted  in  die 
fust  <)  months  d ig.  7).  Of  these,  20  had  been 
evaluated  by  the  Child  (Evaluation  Outer  and 
another  was  known  and  bad  been  referred 
direc  ily.  I he  evaluations  had  taken  plac  e during 
i Ik-  preceding  ten  years,  mostly  in  the  preschool 
years,  and  all  the-  children  identified  as 
sign i f ic antly  retarded. 
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SUMMARY  OF  5 ANNUAL  REPORTS,  < 

TE.C.,  PHOENIX 

Total 

Age  Groups 

New 

Not** 

Class  of  Retardation 

NM  or 

Total 

0-5 

6-10  11-15  15- 

Cases 

MR.  1 

2 3 

4 5 

Incomplete 

Mild  Mod. 

Sev.  Prof. 

1970* 

423 

155 

220  45  3 

174 

26—41 

28-20 

24-10 

25 

67 

48 

34 

37% 

(149) 

45% 

32% 

23% 

1971 

464 

166 

256  38  4 

301 

68—60 

38— 38  i 

t 23 — 17 

57 

128 

76 

40 

36% 

(244) 

52% 

31% 

17% 

1972 

529 

174 

276  70  9 

286 

59—51 

40-29 

15—10 

82 

110 

69 

25 

33% 

(204) 

54% 

34% 

12% 

1973 

309 

137 

146  23  3 

176 

23—36 

33-26 

n— 10 

31 

59 

59 

27 

44% 

(145) 

41% 

41% 

18% 

1974 

381 

193 

151  33  4 

198 

—53— 

38—22 

4 — 5 

7 

60 

9 

51% 

(122) 

44% 

49% 

7% 

* Fiscal  year  begins  on  July  1 

. Annual  reports  end  on  June  30. 

**  Class  1. 

borderline 

retardation,  was  dropped  July  1,  1973.  Children  scoring  within 

2 standard  deviations  are 

considered 

retarded 

Figure  4 

LEVELS  OF  MENTAL  RETARDATION 
BASED  ON  THE  INTELLIGENCE  QUOTIENT1 


Levels 

Educational 

LQ.  Scoring  by  Tests 

Occurrence 

of  M.R. 

Classification 

Stanford-Binet 

Wechsler  Score 

in  Percentage 

and  Cattell 

(SD  16) 

(SD  15) 

Mild 

Educable 

68  — 52 

69  — 55 

85.0 

Moderate 

Trainable 

51  — 36 

54  — 40 

11.5 

Severe 

Dependent 

35  — 20 

39  — 25* 

Profound 

Dependent 

19  8c  below 

24  & below* 
•extrapolated 

3.5 

1 Manual  on  Terminology  and  Classification  in  MR  1973  revision 

2.  Benda,  C.E.,  1958 
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AGE  DISTRIBUTION  AND  LEVEL  OF  INTELLIGENCE 
191  CHILDREN  EVALUATED,  1973 


Level  of 

Number 

Age  Group  (Years) 

Intelligence 

of  Cases 

Percentage 

0 

1 

& 

5—10 

10  — 15 

15  — 

Not  retarded 

81 

43 

34 

37 

8 

2 

Mildly 

41 

21 

22 

18 

0 

i 

Moderately 

34 

18 

16 

16 

2 

0 

Severely 

21 

1 1 

8 

12 

1 

0 

Profoundly 

14 

7 

5 

7 

2 

0 

Total 

191 

85 

90 

13 

3 

Percent 

100 

45 

47 

7 

1 

Figure  6 


RELATIONSHIP  OF  C.E.C.  TO  M R. 
RESIDENTIAL  PROGRAMS 


Garfield  facility:  July — December,  1973  — 45  residents 
C.E.C.  evaluations  — 20  of  these  residents 

Years:  1963—1967  7 

1968—1973  13 

Ages:  1 — 5 years 13 

6 — 12  years 7 

Results  of  testing: 

Profoundly  retarded 13 

Severely  retarded 4 

Not  measurable 3 

Figure  7 


The  problems  today  in  Arizona  are  estimated  at 
the  current  census  of  about  2 million  inhabitants. 
Of  these,  about  60,000  can  be  assumed  to  have 
some  measure  of  intellectual  deficit  and  need 
special  care  of  one  sort  or  another,  including 
special  education,  family  counseling,  etc.  The 
number  of  significantly  retarded  is  estimated  at  2- 
3,000  in  the  State.  Of  these,  one-third  are  adult 
and  either  in  an  appropriate  program  or 
residential  care. 

There  are  still  many  problems  to  be  solved, 
especially  on  the  reservations  and  in  the  outlying 
regions,  but  Arizona  is  on  its  way  to  caring  for  its 
exceptional  citizens. 

ADDENDUM 

Since  writing  “The  Attack  on  the  Problem  of 
Mental  Retardation  in  Arizona”  last  winter,  there 
have  been  further  changes  in  the  Child 
Evaluation  Center. 

The  federal  funding  for  C.E.C.  has  been 
significantly  reduced.  The  exact  amount  has  not 
been  announced  but  we  were  asked  to  calculate 
our  budget  at  a 38%  reduction.  Under  the 
Department  of  Economic  Security  no  plans  were 


made  to  augment  w'ith  state  funding  and  no 
request  for  C.E.C.  was  made  in  their  current 
budget.  As  a result,  they  planned  to  contract  for 
future  evaluations  possible  under  the  curtailed 
funding. 

The  Department  of  Education,  Division  of 
Special  Education,  has  come  to  the  rescue  and 
after  much  detailed  planning  the  Child 
Evaluation  Center  of  Central  Arizona  has 
changed  its  organization: 

I.  Medical  component:  Covered  by  the  Title 
V Maternal  and  Child  Health  (reduced) 
federal  grant  — 

Pediatrician 
Public  health  nurse 
Nutritionist 

II.  Intake  - referral  component: 

Chief  medical  social  worker — covered  by 
a Title  YI-B  special  education  federal 
grant. 

Social  worker  (half  time) — supplied  by 
DES  for  liaison  with  MR  programs. 

III.  Psycho-educational  component: 

Educator — supported  by  a federal  grant 
administered  by  the  Southwest  Region- 
al Resource  Center  located  at  the 
University  of  Utah,  Salt  Lake  City. 
Psychologist,  and 

Speech  and  hearing  clinician — covered  by 
the  Title  VI-B  federal  grant. 

The  C.E.C.  is  administered  by  a Board  of 

Directors  composed  of  members  of  the 
Departments  of  State  Health  Services,  Education, 
and  Economic  Security.  The  current  organization 
is  designed  to  augment  liaison  among  various 
state  departments. 

Our  ultimate  goal  remains  the  maximum  care 
of  those  children  who  need  our  multidisciplinary 
evaluation  and  appropriate  services.  It  is  only  the 
organization  that  has  changed. 


ARIZONA  MEDICINE  g25 


PRACTICE  MANAGEMENT 
WILL  SAVE  YOU 
WORRY  AND  EXPENSE 

Every  medical  practice  needs  a business 
manager— but  most  doctors  are  so  busy 
serving  their  patients  that  they  don't  have 
the  time  to  set  up  an  office  that  runs  smoothly 
and  profitably.  I can  help. 

A Naval  Academy  graduate, 
1 have  30  years  of  training  and 
experience  in  business  law,  elec- 
tronics, personnel  training,  and 
property  management.  My 
associates  were  major  consul- 
tants for  NASA’s  medical  facil- 
ity for  Apollo  missions. 

You  will  benefit  from  our 
knowledge  of  office  staffing  and 
equipment,  fee  structure,  billing  collections, 
office  partnerships  and  liability  protection. 

Let  us  survey  your  procedures  and  show  you 
how  to  save  time,  worry  and  expense.  First  talk 
at  no  obligation  to  you. 

MEDICAL  BUSINESS  CONSULTANTS 

Philip  Kwart,  Director 
3225  North  Central  Avenue,  Suite  300-B 
Phoenix,  Arizona  85012  Phone  (602)  264-3803 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$8.00  per  volume,  including  name  imprint 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


"Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne*® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 

Pro-Banthine 

(propantheline  bromide) 

a good 
option 
in  peptic 
ulcer 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


makes  sense 


A 


* 


* 


For  long-term  control  of  hypertension* 

Before  Dreserihinp.  spp  mmnlpfp  nr^c^rihina  ir»_  nnanlltr  non  nnnra  nn*  nrrii  >m  wntnnt.nn  nr.^1  'T’l-  1'  1 1 _ i 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  ‘Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  t hrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomv 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkalireservewithpossible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  'Dyazide' 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100 (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  ( >5.4  mEq/L>  has  been  reported  in 
4%  of  patients  under  60  years,  in  12f ; of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g„  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide-,  check  serum  potassium  fre- 


‘DYAZIDE’ 

Just  once  or  twice  daily  for  maintenance. 
Hydrochlorothiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


On  land,  sea,  and  inthe  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 
Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions, 

it  i-i  1 J A division  of  Pfizer  Pharmaceuticals 

blurred  vision  have  been  reported.  New  York.  New  York  10017 


Antivert/25  ChewableTablets 

(meclizine  HC1)  25  mg. 

for  motion  sickness 


Should  a 

specially  prepared 
package  insert 
be  made  available  to 


patients? 
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Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 
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Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


8 


O, 


Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  fot 
a long  time.  Many  physicians  alreac 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  An 
some  physicians  give  verbal  instruc 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  witt 
glazed  eyes  listening  to  a rapid-fire  j 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there 
fore  do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  a 
extension  of  drug  labeling. 


The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  Anc 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hanc 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressei 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 


Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 
In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1 155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


MAPLE  LEAF  NOTES 


At  a recent  meeting  of  the  Association  of  Medi- 
cal Clink  s (group  practice)  of  Canada,  meeting  in 
Prince  Edward  Island  country,  some  bits  of 
information  from  there  may  amaze  you. 

Due  to  planning  and  foresight,  not  usually 
found  in  our  AMA  below  the  border,  our 
Canadian  physicians  aross  the  border,  some  fifty 
odd  years  ago  established  a Cooperative 
Protective  Society.  This  has  enabled  them  to  meet 
the  malpractice  threat  so  far  with  rates  formerly 
SI 5.00  per  year — now  up  to  $100.00  per  member 
per  year. 

We  are  all  aware  of  the  migration  of  Canadian 
physicians  to  the  U.S.  in  recent  years  when  the 
various  provinces  enacted  their  National  Health 
Service  plans.  These  differ  from  one  area  to 
another,  but  have  this  in  common;  you  may  elect 
to  bill  the  National  Health  Plan  direct.  In  that 
instance  you  will  be  paid  the  government  fee 
schedule,  and  you  have  no  recourse  to  the  patient 
for  any  additional  fee.  Should  you  opt  to  bill  the 
patient  direct,  you  may  not,  for  this  patient  or  any 
other,  tender  a bill  to  the  government.  We  have  a 
choice  down  here,  for  medicare  patients,  to  switch 
the  method  of  billing  from  patient  to  patient,  but 
not  in  Canada.  You  elect  to  bill  forall  patientsone 
way  or  the  other,  no  criss  crossing. 

To  return  to  the  malpractice  problem  in  Maple 
Leaf  Land,  they  have  begun  to  feel  the  thrust  of 
more  suits,  but  to  a lesser  degree.  Remember  no 
practitioner,  as  of  now  pays  more  than  $100  a year 
malpractice  premium.  I bis  has  attracted  some 
physicians  from  the  U.S.  into  Canada — and  at 
least  one  neurosurgeon  has  migrated  from  the 
U.S.  to  a small  Canadian  village  and  is  doing 


general  practice.  Wait  till  H.E.W.  hears  about 
this! 

Group  practice,  in  Canada,  seems  more 
widespread  than  here.  Charlottetown,  the  placid 
capitol  of  Prince  Edward  Island  has  two  groups  of 
about  16  practitioners  each.  A few  independent 
general  practitioners  are  scattered  about  the 
Island,  and  most  specialists  remain  independent. 

But  before  you  pack  up  to  run  up  to  the  land  of 
the  midnight  sun,  consider  this.  A feature  article 
in  the  Sunday  Toronto  Sun  July  6,  1975  ran  this 
way. 

“The  Law  Society  of  upper  Canada,  which  is 
the  governing  body  of  the  legal  profession  in 
Ontario,  recently  announced  its  intention  to 
examine  the  possibility  of  permitting  contingent 
fees  in  Ontario.”  There  follows  the  usual  glib 
promise  that  this  will  allow  people  in  poor 
economic  position  to  get  their  grievances  to  court, 
with  less  expense.” 

The  discussion  further  continues,  “While  our 
administration  of  justice  is  far  from  perfect,  we 
should  be  very  cautious  about  introducing  a 
concept  which  in  my  opinion  has  done  much  to 
dimmish  respect  for  the  administration  of  justice 
in  the  United  States.” 

So  our  Canadian  medical  neighbors  may  not 
have  the  best  national  Health  Service — they  are 
certainly  eons  ahead  in  the  control  of  malpractice 
indignities. 

But  that  may  change! 

John  W.  Kennedy,  M.D. 

Editor 
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COMPUTER  ASSISTED  INSTRUCTION 
IN  PHARMACOLOGY  AT  THE 
UNIVERSITY  OF  ARIZONA  MEDICAL 
SCHOOL 


NEAL  A.  VANSELOW,  M.D. 


The  basic  pharmacology  course  taught  to 
medical  and  graduate  students  at  the  University  of 
Arizona  Medical  School  is  unique  among  the 
basic  science  courses  in  the  first  year  curriculum 
in  that  it  is  a computer-assisted  instructional 
program  which  allows  the  student  to  proceed 
through  the  syllabus  at  his  own  pace,  within 
certain  limitations.  This  method  of  teaching  and 
learning  pharmacology  was  developed  at  the 
University  of  Kansas  Medical  School  under  the 
direction  of  Dr.  Edward  Walaszek  and  has  since 
been  adopted  by  more  than  a dozen  medical 
schools  throughout  the  country.  The  computer- 
assisted  program  in  pharmacology  has  proven 
itself  to  have  several  striking  advantages  which 
make  it  a very  attractive  system  of  instruction,  as 
well  as  some  disadvantages  which  are  inevitable 
in  any  program  of  this  type. 

The  course  as  taught  at  the  Elniversity  of 
Arizona  Medical  School  is  an  integrated  program 
consisting  of  lectures,  reading  from  four  “unit 
books”  which  contain  the  faculty’s  notes  on  the 
material  in  the  syllabus,  computer-assisted 
instruction  utilizing  about  30  programs  in 
various  areas  of  pharmacology,  and  computer 
graded  tests  which  monitor  the  student’s  progress 
through  the  course  for  both  himself  and  the 
faculty. 


The  lecture  and  reading  material  are  broken 
down  into  four  units  which  encompass  four 
broad  areas  of  pharmacology.  The  student 
proceeds  through  these  units  in  order,  his  pace 
being  determined  by  his  performance  on  a series 
of  exams  keyed  to  the  content  of  each  unit.  The 
exams,  consisting  of  100  National  Board  type 
questions,  are  chosen  by  the  faculty  and 
are  printed  and  graded  by  computer  making  it 
possible  for  any  student  who  so  elects  to  take. a 
different  one  each  week.  The  student  starts  with 
the  Unit  1 exam  on  basic  principles  of 
pharmacology  and  takes  exams  on  this  material 
until  he  achieves  a passing  grade  (70).  As  soon  as 
he  demonstrates  his  competence  on  this  material, 
he  may  move  on  to  the  next  unit.  He  may  take  as 
many  exams  in  each  unit  as  are  required  to 
achieve  the  minimal  acceptable  level  of 
performance,  provided  that  he  completes  the  four 
unit  exams  and  a final  within  the  confines  of  the 
16  week  course.  Only  the  student’s  highest  grade 
on  each  exam  counts;  therefore  failing  grades  are 
wiped  out  by  passing  ones,  rather  than  merely 
averaged  in.  The  student  must  strive  to  meet  a 
certain  standard  but  has  greater  freedom  and 
flexibility  to  do  so  than  in  a conventional  course 
with  a fixed  time  schedule.  This  type  of  program 
is  ideally  suited  to  pass-fail  grading  system  and 
the  concentrated  demands  made  on  the  student’s 
time  in  the  intensive  first  year  basic  sciences 
curriculum  at  the  University  of  Arizona  Medical 
School. 

The  exam  system  allows  the  graded 
examination  to  be  returned  to  the  student  within 
2 hours,  pointing  out  areas  of  weakness  and 
reviewing  progress  in  the  course  to  that  point. 
Thus,  the  exams  are  a teaching  tool  as  well  as  a 
means  of  monitoring  the  student’s  progress  and 
performance  in  the  course.  In  addition,  the  exam 
system  provides  the  impetus  for  a frequent  and 
free  exchange  of  information  on  the  course 
material  between  students  and  faculty.  The  unit 
books  and  the  computer-assisted  instructional 
programs  which  are  accessible  to  the  students  at 
all  hours  in  the  Medical  School  library  allow  the 
student  to  proceed  at  a pace  consistent  with  his 
goals  and  ability  allowing  him  to  complete  the 
course  in  as  little  as  7 weeks  or  to  take  the  full  16 
weeks  available  as  he  so  chooses. 

An  additional  advantage  of  this  method  of 
instruction  is  its  capacity  and  accessibility  for  self- 
review by  students  in  the  later  years  of  medical 
school  who  are  preparing  for  boards  or  who  desire 
to  review  the  pharmacology  of  agents  whose 
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importance  has  now  been  emphasized  by  their 
exposure  to  clinical  training.  Such  students  are 
free  to  and  are  encouraged  to  sit  in  on  lectures, 
take  exams  and  run  the  available  computer- 
assisted  instructional  programs.  Likewise, 
residents,  nurses,  staff  pharmacists  and  other 
health  professionals  including  physicians  in  the 
community  all  have  access  to  the  computer- 
assisted  instruction  programs  since  these  are  in 
essence  a University  resource  as  available  to  all  as 
is  any  reference  volume  in  the  Medical 
School  library. 

The  only  appreciable  disadvantage  of  this 
flexible  innovative  system  of  teaching  is  that  it 
imposes  a greater  amount  of  self-discipline  on  the 
student  than  in  a course  with  a fixed  time 
schedule,  since  he  determines  his  own  learning 
pace  and  when  he  wishes  to  be  tested.  However, 


self-discipline  is  probably  a quality  of  as  much 
importance  to  the  emerging  physician  as  any 
subject  included  in  the  standard  medical  school 
curriculum.  The  overriding  benefits  of  this 
instruction  program  are  that  it  permits  the 
student  to  express  his  maximum  potential  within 
a flexible  framework  of  self-instruction  and 
standard  lectures. 

For  more  information  on  the  operation  of  this 
teaching  system  and  on  available  computer- 
assisted  instructional  programs  please  contact  Dr. 
Elias  Meezan,  Department  of  Pharmacology, 
Unversity  of  Arizona  Medical  School,  Tucson, 
Arizona  85724. 
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ANOTHER  LOOK  AT  THE 
CARE  OF  THE  RAPE  VICTIM 


JOSEPH  W.  HANSS,  JR.,  M.D. 
INTRODUCTION 

1 hroughout  the  United  States  the  incidence  of 
rape  has  increased  markedly  during  the  last 
decade.  Criminologists,  sociologists,  and 
physicians  have  demonstrated  a renewed  interest 
in  the  problem  of  rape.  This  rejuvenation  results 
from  modern  society’s  awareness  of  the  rights 
of  persons,  particularly  the  rights  of  women. 

A discussion  of  rape  is  complex  because  of  an 
infinite  number  of  variables.  The  victim,  the 
vic  tim  s family,  the  rapist,  the  investigating  law' 
officer,  the  medical  and  para-medical  personnel, 
the  legal  counsel,  the  judge  and  the  jury  are  but  a 
few  of  the  human  elements  to  consider.  Humans 
respond,  think,  decide  and  act  on  the  basis  of 
ability,  life  experiences  and  prejudices.  The  care 
directed  toward  a rape  victim  is  commanly  cold 
and  impersonal,  occasionally  i nhuman. 

FROM:  2021  North  Central  Ave.,  Phoenix,  AZ  S5004  (Dr.  Hanss) 


The  crime  of  rape  itself  has  wide  variability. 
The  octogenarian  who  is  dragged  through  an 
alley  and  raped,  the  housewife  who  is  beaten, 
raped,  and  even  murdered,  the  hitch-hiking 
teenager  who,  without  trauma,  is  sexually 
assualted,  and  the  prostitute  who  is  abused 
without  her  consent,  each  has  in  common  the  fact 
that  she  was  raped.  It  is  difficult  to  enerate  the 
same  empathy  for  each  of  these  women,  yet  the 
crime  is  the  same. 

The  response  of  the  victim  is  varied.  The 
primary  reaction  of  most  women  is  the  fear  of 
being  killed.  Following  this,  is  extreme  anger, 
then  fear  of  social  disgrace.  These  reactions  are 
multiplied  by  the  police  investigator,  the 
humiliating  identification  as  a victim  of  rape  in 
the  emergency  room,  and  commonly  the 
abandonment  by  her  personal  physician  who  is 
unwilling  to  risk  the  chance  of  long  hours  in 
court. 


THE  ASSAULT  CRISES 
AND  PREVENTION  CENTER 

Over  two-hundred  volunteer  organizations 
commonly  called  Assault  Crises  Centers  have 
developed  throughout  the  country.  The  primary 
goal  of  these  volunteers  is  to  help  a victim  learn  to 
live  with  the  experiences  she  has  undergone.  If  it 
is  proper  and  the  wish  of  the  victim,  they  will 
assist  and  direct  her  through  police  reportings, 
legal  counsel,  medical  evaluation  and  social 
services.  Their  hope  is  to  become  a friend  and 
companion  during  the  immediate  crisis. 
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THE  PERSONAL  ASSAULT  SQUADS 

The  law  enforcing  agencies  in  most  major 
cities  have  recognized  the  need  of  special  units  to 
deal  with  the  problems  of  the  rape  victim.  Sex 
Squads  or  Personal  Assault  Squads  have  been 
established  within  the  detective  bureaus.  These 
units  are  ideally  headed  and  staffed  by  women 
detectives.  These  officers  are  specially  trained  to 
conduct  their  inquiries  discreetly  without 
harassment,  embarrassment  or  undue  re- 
enactment of  the  attack.  Sensitive  to  the 
psychological  needs  of  the  victim,  they  are  aware 
of  the  evidence  necessary  to  prosecute  and  the 
proper  documentation  of  that  evidence. 

THE  MEDICAL  EXAMINATION 

In  1971  Celso  Ramon  Garcia  reported  on  the 
management  of  the  sexually  assaulted  female  at 
the  Philadelphia  General  Hospital.  The  aims  of 
their  management  are  five: 

1.  Immediate  care  of  injuries. 

2.  Prevention  of  venereal  disease. 

3.  Prevention  or  alleviation  of  permanent 
psychological  damage. 

4.  Proper  medico-legal  examination  with 
documentation  for  law  enforcement 
agencies. 

5.  Prevention  of  pregnancy. 

A review  of  the  management  of  rape  in  the 
th  ree  major  hospitals  of  Maricopa  County  for 
1973  revealed  a lack  of  uniformity  in  collecting 
medico-legal  information  and  poor  follow-up 
care,  physical,  psychological,  or  social. 

A protocol  has  been  developed  that  calls  for 
privacy  and  high  priority  of  triage  in  the 
emergency  room.  Prompt  evaluation  by  a 
gynecologist  is  to  include  pertinent  history, 
thorough  examination  for  trauma,  and  an 
assessment  of  the  emotional  state  of  the  victim. 
The  date  of  the  last  menstrual  period  and 
contraceptive  history  are  obtained.  The  collection 
of  pubic  hair,  the  identification  of  motile  sperm, 
slides  and  cultures  of  cervix,  vulva,  anus,  and  oral 
cavities,  a swab  of  the  vaginal  pool  for  acid 
phosphatase,  a serology,  photographs  and 
articles  of  clothing  are  all  collected,  properly 
identified  and  turned  over  to  police  authorities. 
Prophylactic  antibiotics  for  lues  and  gonorrhea 
are  given  and  oral  estrogen  in  large  quantities  are 
administered  to  prevent  pregnancy.  The  patient  is 
referred  for  gonorrhea  evaluation  in  one  week  and 
repeat  serology  and  pregnancy  evaluation  in  six 
weeks.  Finally  follow-up  by  a social  worker  or  a 
Crises  Center  volunteer  is  assured  through 


appropriate  notification.  The  collected  evidence, 
sealed  and  witnessed,  is  turned  over  to  the 
investigating  officer  for  delivery  to  the  County 
Crime  Lab  where  it  is  processed.  A copy  of  the 
history  and  physical  examination  and  clinical 
impression  becomes  a part  of  the  police  file.  In  the 
event  of  prosecution  without  subpoena,  the 
county  attorney  has  the  medical  evaluation  and 
laboratory  findings  in  his  possession.  It  is 
anticipated  that  this  protocol  will  improve  the 
overall  evaluation  and  care  of  the  rape  victim. 

SUMMARY 

Attempts  have  been  made  to  describe  the 
complex  problem  of  the  care  of  the  rape  victim. 
Improved  volunteer  assistance,  law  enforcement 
units  and  medical  care  have  been  discussed.  It  is 
hoped  that  a concerned  human  approach  to  the 
care  of  the  sexually  assaulted  may  evolve. 


Clinical  Oncology 
In  Arizona 


“CURRENT  STATUS  OF 
ADJUVANT  THERAPY” 


STEPHEN  E.  JONES,  M.D. 

This  new  section  in  Arizona  Medicine  is  spe- 
cifically targeted  to  the  subject  of  cancer  care  in 
the  state  of  Arizona.  Recognition  of  the  impor- 
tance of  cancer  management  has  been  under- 
scored by  the  establishment  of  the  conquest  of 
cancer  as  a national  goal.  In  this  column,  current 
concepts  in  cancer  management  and  recent  ad- 
vances in  cancer  research  that  are  relevant  to 
Arizona,  will  be  discussed  each  month.  Cancer 
therapy  is  currently  changing  at  an  extraordinar- 
ily rapid  rate,  and  the  views  expressed  on  this 
page  should  not  be  considered  as  static  recom- 
mendations. The  editors  of  this  column  will 
select  key  topics  and  invite  interested  physicians 
and  allied  health  professionals  from  Arizona  to 
write  components  related  to  areas  of  their  exper- 
tise in  cancer. 
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Editors:  Sydney  E.  Salmon,  M.D.,  Professor  and 
Head,  Section  of  Hematology  and  Oncology, 
University  of  Arizona  College  of  Medicine,  Tuc- 
son, Arizona  85724;  Robert  H.  Thoeny,  M.D., 
Dir.,  Radiation  Oncology,  Good  Samaritan  Hos- 
pital, Phoenix,  Arizona  85006;  Darwin  W.  Neu- 
bauer,  M.D.,  General  Surgeon,  720  Country  Club 
Road,  Tucson,  85716. 


An  extremely  important,  timely  and  recurrent 
theme  that  has  appeared  in  many  of  the  articles  in 
“Clinical  Oncology  in  Arizona”  is  the  use  of 
chemotherapy  as  an  “adjuvant”  to  standard  treat- 
ment with  surgery,  radiation  therapy  of  both.1 

The  purpose  of  this  article  is  to  summarize 
current  trends  in  adjuvant  therapy  for  a variety  of 
tumors.  The  scientific  rationale  for  adjuvant 
chemotherapy  is  that  drugs  are  capable  of 
effectively  erradicating  clinically  occidt  tumor 
cells  which  if  left  unchecked  have  a potential  for 
dissemination  causing  the  eventual  death  of  the 
patient.  Surgery  and  radiotherapy  can  effectively 
eliminate  local  tumor,  but  there  may  be  residual 
tumor  cells  in  the  area  of  the  treatment  field 
(which  may  account  for  local  treatment  failures  or 
recurrences)  or  live  tumor  cells  that  have  already 
silently  metastasized  to  other  parts  of  the  body 
(micrometastases  which  may  account  for  he 
ultimate  failure  of  local  treatment).  In  animal 
studies  combination  chemotherapy  effectively 
eliminates  these  residual  tumor  cells  enhancing 
the  possibility  of  cure  over  surgery  or  surgery  plus 
radiation  alone.  Even  if  the  tumor  cell  population 
is  only  suppressed  by  drug  treatment 
administered  as  an  adjuvant,  the  life  expectancy 
ot  the  animal  is  increased  proportionally  to  the 
drug-induced  delay  in  the  reappearance  of  the 
tumor.  I his  situation  in  animal  studies  appears 
to  have  predicted  the  important  new  preliminary 
results  of  adjuvant  therapy  in  man.  Many  of  the 
current  adjuvant  studies  are  showing  significant 
reductions  in  the  frequency  ol  tumor  recurrence 
and  longer  “disease  free”  intervals.  In  some  of 
these  early  trials  this  achievement  has  not  yet  been 
translated  into  a measurable  imporvement  in 
survival.  However,  as  these  studies  mature,  clear 
differences  in  survival  will  no  doubt  be  apparent. 
1 bus,  although  not  all  patients  may  be  cured 
with  adjuvant  therapy,  some  will  be  cured  and 
others  will  benefit  by  prolonged  survival  due  to 
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drug-induced  suppression  of  tumor. 

Immunotherapy,  although  in  its  infancy,  may 
also  become  an  effective  adjuvant  to  standard 
therapy.  Non-specific  stimulation  of  the  immune 
system  by  agents  such  as  BCG  or  Cornybacterium 
parvum  is  now  being  widely  used  in  conjunction 
with  chemotherapy  (chemoimmunotherapy)  or 
as  an  adjuvant  to  surgery,  radiotherapy  or 
combined  modality  therapy.  Many  of  the  same 
principles  for  the  use  for  chemotherapy  as  an 
adjuvant  also  apply  to  the  use  of  immunotherapy 
as  an  adjuvant.  For  example,  adjuvant 
immunotherapy  appears  to  work  well  when  there 
is  a relatively  low  total  body  burden  of  tumor. 
This  has  led  to  the  formulation  of  studies  in 
which  surgery,  irradiation,  or  chemotherapy  are 
first  used  alone  or  in  combination  to  maximally 
reduce  the  tumor  burden  and  then 
immunotherapy  is  administered.  This  topic  has 
recently  been  reviewed  by  Holmes  et  al.2 

The  tumors  listed  in  Table  1 are  those  in  whch 
the  addition  of  chemotherapy  or  immunotherapy 
as  an  adjuvant  has  significantly  improved  the 
results  of  treatment  compared  to  standard 
therapy.  In  some  instances,  such  as  Wilm’s 
tumor3  or  glioblastoma  multiforme,4  sufficient 
follow-up  time  has  already  shown  that  survival 
has  also  been  clearly  improved  by  the  addition  of 
chemotherapy  to  standard  treatment.  Some  of 
these  tumors  have  been  the  subject  of  more 
extensive  reviews  in  this  column  in  recent 
months.35-6  Others  have  not  been  discussed 
previously.  For  example,  improved  treatment 
results  both  in  terms  of  survival  and  decreased 
frequency  of  recurrence  has  been  observed  in 
patients  with  Ewing's  sarcoma  of  childhood 
treated  intensively  with  local  irradiation  followed 
by  combination  chemotherapy.  In  addition,  the 
rotine  use  of  prophylactic  irradiation  of  the 
central  nervous  system  and  intrathecal 
methotrexate  have  significantly  decreased  the 
number  of  central  nervous  system  relapses  from 
Ewing’s  sarcoma  and  this  in  turn  has  contributed 
to  improved  treatment  results.  Radiation  alone, 
or  surgery  for  Ewing’s,  has  in  the  past  been 
associated  with  a 10%  survival  rate  at  5 years.  It  is 
now  estimated  that  as  many  as  50%  of  patients 
treated  in  the  aggressive  manner  listed  above  may 
have  5-year  survival  and  many  of  thse  patients 
will  be  free  of  tumor  at  five  years.7 

In  a study  from  Stanford,  patients  with 
advanced  Hodgkin’s  disease  of  unfavorable 
histologic  type  or  extent  have  experienced  fewer 
recurrences  if  they  receive  6 months  of 
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Table  1 


TUMORS  FOR  WHICH  ADJUVANT  THERAPY 
IS  ESTABLISHED 


TYPE  OF  TYPE  OF 

STANDARD  ADJUVANT 

TUMOR  THERAPY  THERAPY 


Wilms  Tumor 

Surgery  & 

Chemotherapy 

Irradiation 

Ewing’s  Sarcoma 

Irradiation 

Chemotherapy 

Osteogen  it  Sarcoma 

Surgery 

Chemotherapy 

Hodgkin's  Disease 

Irradiation 

Chemotherapy 

Breast  Cancer 

Surgery 

Chemotherapy 

Primary  Brain 
Tumors 

Irradiation 

Chemotherapy 

Melanoma 

Surgery 

Immunotherapy 

combination  chemotherapy  with  the  standard 
MOPP  regimen  after  total  nodal  irradiation 
compared  to  those  patients  who  receive  only 
radiotherapy.8  No  difference  in  survival  between 
the  two  groups  of  patients  has  yet  been  apparent, 
but  since  the  overall  results  of  treatment  in  both 
groups  of  patients  are  excellent,  differences  in 
survival  would  not  be  anticipated  for  several 
years. 

There  are  three  tumorsfsee  table  2)  in  which 
adjuvant  chemotherapy  may  result  in  few'er 
recurrences  of  cancer  and  improved  survival  but 
the  reports  of  current  studies  of  those  tumors  are 
more  tentative.  For  example,  two  reports  at  the 
oncology  meetings  in  San  Diego  (May,  1975) 
suggested  that  chemotherapy  with  5-fluoruracil 
after  resection  for  Duke’s  C colon  cancer  was 
superior  to  surgery  alone.  In  addition,  several 
pilot  studies  in  lung  cancer  and  ovarian  cancer 
have  suggested  that  for  patients  with  more 
localized  forms  of  cancer,  irradiation  of  the 
primary  disease  followed  immediately  by 
intensive  chemotherapy  is  producing  results 
superior  to  radiation  therapy  or  surgery  alone.9 

Table  2 describes  those  tumors  in  which 
adjuvant  therapy  may  be  indicated  or  in  which 
adjuvant  therapy  is  rational  although  no  studies 
have  yet  reported  the  use  of  adjuvant  therapy. 
Arguing  by  analogy  from  the  clinical  studies 
wrhich  have  established  the  role  of  adjuvant 
therapy  (Table  1 ),  then  the  tumors  listed  in  Table 
2 are  prime  candidates  for  adjuvant  treatment, 
either  in  the  form  of  chemotherapy, 
immunotherapy  or  both.  The  general 
considerations  which  led  to  the  compilation  of 
the  list  in  Table  2 are  as  follows.  First  standard  or 
conventional  therapy  (depending  on  histology 
and  extent  of  disease)  is  associated  with  a 


Table  2 

Tl'RMORS  FOR  WHICH  ADJUVANT  THERAPY 
APPEARS  WARRANTED 


TUMOR 

T\'PE  OF 
STANDARD 
THERAPY 

TYPE  OF 
ADJUVANT 
THERAPY 

Ovarian  Cancer 

Surgery  (Irradiation) 

Chemotherapy 

PImmunotherapy 

Endometrial  Cancer 

Surgery  (Irradiation) 

Chemotherapy 

Lung  Cancer 

Irradiation  (Surgery) 

Chemotherapy 

PImmunotherapy 

PBoth 

Colon  Cancer 

Surgery 

Chemotherapy 

Immunotherapy 

?Both 

Other  GI  Cancers 

Surgery,  Irradiation 

Chemotherapy 

Sarcomas 

Surgery.  Irradiation 

Chemotherapy 

Immunotherapy 

Both 

Head  and  Neck  Cancer 

Surgery,  Irradiation 

Chemotherapy 

PImmunotherapy 

PBoth 

Testicular  Cancer 

Surgery.  Irradiation 

Chemotherapy 

substantial  rate  of  failure.  For  example,  in 
carcinomas  of  the  testes  (other  than  seminoma) 
which  involve  the  retroperitoneal  lymph  nodes 
(Stage  II)  there  is  at  least  a 50%  recurrence  rate 
after  surgery  and/or  irradiation.  I believe  that  this 
is  a situation  in  which  adjuvant  chemotherapy 
might  be  used  because  it  at  least  offers  the  patient 
the  possibility  of  increasing  the  potential  of  cure. 
Second,  an  effective  chemotherapy  program 
should  be  available.  The  effectiveness  of  a 
particular  combination  can  be  established  in  the 
treatment  of  patients  with  advanced  disease  first 
before  it  is  considered  for  adjuvant  use.  For 
example,  although  L-phenylanaline  mustard  (L- 
PAM)  is  being  used  in  the  national  breast  cancer 
adjuvant  study10  the  drug  induces  objective 
remissions  in  only  18%  of  patients  with  advanced 
disease.  The  combination  of  adriamvcin  and 
cyclophosphamide  employed  at  the  University  of 
Arizona  produced  nearly  a 90%  objective  response 
rate  in  a similar  group  of  patients.5  Hence, 
although  not  yet  proven,  we  feel  that  adjuvant 
chemotherapy  of  breast  cancer  with  adriamvcin 
and  cyclophosphamide  should  prove  to  be 
superior  treatment  to  treatment  with  the  single 
agent  L-PAM. 

A corollary  of  this  last  principle  is  that  drugs 
which  can  induce  substantial  log-kill  of  tumor  (2, 
3 or  more  log  reductions)  are  more  likely  to  be 
effective  as  an  adjuvant.  Estimates  of  residual 
tumor  all  populations  after  radical  mastectomy, 
for  instance,  indicate  that  the  tumor  burden 
outside  the  surgical  field  (in  micrometastases)  is 
in  the  order  of  3-6  logs  (100  to  1,000,000  cells). 
Drugs  which  can  only  reduce  the  tumor  burden  by 
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one-half  log  or  so  are  destined  to  fail  unless  the 
subclinical  residual  tumor  cell  population  is 
extremely  small  (10,  100,  1000  cells?)  or  doses  can 
he  repeated  frequently.  Even  in  this  setting,  the 
immune  system  probably  plays  an  important  role 
in  eliminating  the  remaining  few  tumor  cells. 

A third  general  consideration  is  that  drugs  in 
combination  are  superior  to  single  agents.  Two  or 
more  drugs  reduces  the  likelihood  of  observing  a 
drug-resistant  mutant.  This  is  analogous  to  the 
treatment  of  active  tuberculosis  with  two  or  more 
drugs  to  prevent  the  emergence  of  drug-resistant 
tuberculosis. 

The  final  principle  is  that  the  treatment  with 
adjuvant  chemotherapy  should  be  initiated  as 
early  as  possible  and  the  treatment  given  as 
frequently  as  possible,  i.e.,  the  results  of  treatment 
may  be  schedule  dependent.  For  example,  in  a 
recent  article  on  the  use  of  adriamycin  as  an 
adjuvant  after  surgery  for  osteogenic  sarcoma,11 
the  majority  of  treatment  failures  in  that  study 
were  patients  who  failed  to  receive  adriamycin 
every  three  weeks  according  to  schedule. 
Reductions  in  dosage,  increasing  the  time 
interval  between  doses  of  adriamycin,  or 
administering  only  a portion  of  the  required 
numbr  of  treatments  all  contributed  to  a much 
higher  rate  of  recurrence  than  was  observed  in 
those  patients  who  were  treated  on  the  exact 
schedule  that  had  been  devised.  Even  from  our 
current  understanding  of  cell  kinetics,  this  makes 
sense.  Extending  the  time  between  treatment  to 
six  weeks  rather  than  maintaining  a three-week 
interval  allows  additional  time  for  regrowth  of 
tumor.  In  our  adjuvant  breast  cancer  program 
employing  adriamycin-cyclophoshamide  we  feel 
it  is  very  important  to  give  courses  of  treatment 
every  three  weeks  in  an  effort  to  optimize  the  use 
of  these  drugs  and  minimize  the  opportunity  for 
subclinical  regrowth  of  tumor  between 
treatments. 

The  next  several  years  will  see  the  rapid 
development  of  effective  adjuvant  programs  for 
many  types  of  tumors.  The  rationale  for  adjuvant 
therapy  is  now  well  defined  and  the  clinical 
setting  in  which  it  is  likely  to  be  effective  is  well 
understood.  The  medical  oncologists  in  Tucson 
and  Phoenix  are  knowledgeable  in  adjuvant 
treatment  and  would  be  whiling  to  discuss  the 
advisability  of  adjuvant  treatment  for  any 
particular  patient. 
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Radiology 
Case  of  the  Month 


BENIGN  CYSTIC  RIGHT 
OVARIAN  TERATOMA 


JOHN  C.  BJELLAND,  M.D. 

IRWIN  M.  FREUNDLICH,  M.D. 

CASE  1 

This  is  a 14  year  old  female,  clinically  diag- 
nosed as  being  pregnant  with  a 28  weeks 
gestational  age  intrauterine  pregnancy.  She 
presented  in  the  emergency  room  with  a history  of 
recent  onset  of  bilateral  lower  quadrant  cramping 
abdominal  pain,  followed  by  vaginal  spotting  for 
the  previous  three  hours. 

Physical  examination  revealed  the  adomen  to 
have  a fundal  height  consistent  with  the  stated 
gestational  age  of  the  intrauterine  pregnancy. 
However,  fetal  heart  tones  wrere  inaudible  by  the 
doplar  technique. 

Vaginal  and  pelvic  examination  were  deferred 
until  an  ultrasound  examination  could  be 
obtained  to  rule  out  the  possibility  of  placenta 
praevia  or  abruptio  placenta. 

FROM:  The  U of  A,  College  of  Medicine.  Depi.  of  Radiology,  Tucson, 
AZ  85724 
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Figure  1 


As  a consequence  of  the  ultrasound 
examination,  an  emergency  intravenous 
pyelogram  was  obtained.  The  two  above 
radiographs  are  taken  from  that  study. 

This  young  female  patient  presented  by  history 
as  a third  trimester  bleeder,  but  actually  was 
proven  to  have  massive  (29  cm.  in  diameter) 
benign  cystic  ovarian  teratoma  which  contained 
several  teeth.  These  teeth  are  visualized  on  the 
scout  radiograph  as  three  calcific  densities 
overlying  the  right  ilium  and  two  similar 
densities  overlying  the  inferior  pole  of  the  right 
kidney.  Also,  there  is  a large  mass  apparent  on  the 
scout  radiograph. 

Three  important  radiographic  findings  lead  to 
the  correct  diagnosis.  First,  a large  soft  tissue  mass 
is  present  on  the  scout  radiograph  in  the  absence 
of  a fetal  skeleton.  This  rules  out  an  intrauterine 
pregnancy  of  the  stated  or  estimated  gestational 
age. 

Secondly,  hydatidiform  mole,  which  is  a 
consideration  under  such  a clinical  setting,  is  not 
a likely  diagnosis  in  view  of  the  multiple  calcific 
densities  which  have  a teeth-like  radiographc 
appearance. 

Lastly,  there  is  obstructive  uropathy  involving 
the  right  ureter  and  collecting  system,  greater 
than  expected  from  pregnancy  alone.  I his 
correlates  well  with  the  surgical  findings,  which 
demonstrated  the  teratoma  to  have  arisen  from  the 
right  ovary. 


Figure  2 


It  should  be  mentioned  that  hydatidiform  mole 
is  a cause  of  only  first  trimester  bleeding  and  not 
third  trimester  bleeding  as  in  this  case.  With  that 
entity  the  uterine  size  is  greater  than  expected 
when  related  to  gestational  age  of  the  intrauterine 
pregnancy  (not  consistent  with  the  estimated  age 
of  the  intrauterine  pregnancy,  as  with  this  case). 

A teratoma  is  a benign  neoplam  consisting  of 
various  derivatives  of  the  three  primary  germ 
layers,  i.e.,  endoderm,  ectoderm  and  mesoderm. 
Teratomas  are  commonly  ovarian  in  origin  (as 
here)  and  contain  such  entities  as  teeth,  aberrant 
boney  elements  and  cartilanginous  structures, 
hair,  and  fat,  etc.  Hence,  often  teratomas  can  be 
diagnosed  via  a plain  radiograph  of  the  abdomen, 
which  may  demonstrate  calcific  teeth-like  or 
osseous  densities  and  or  fat.  These  neoplasms  are 
the  most  common  etiology  fora  pelvo-abdominal 
mass  in  the  nonpregnant  female  under  the  age  of 
18  years. 

Approximately  25%  of  ovarian  teratomas  are 
bilateral.  Malignant  degeneration  of  the  teratoma 
is  a consideration,  however,  this  is  an  uncommon 
occurence  seen  in  only  approximately  1-3%  of  all 
teratomas.  When  it  does  occur  the  malignant 
degeneration  is  usually  squamous  or  sarcomatous 
in  nature. 

It  should  be  noted  that  although  ovarian 
teratomas  are  not  rare,  this  is  an  unusual  case 
because  of  its  massive  proportions. 
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Seminars  in  Endocrinology 


and  Metabolism 


COMING  OF  AGE:  PUBERTY 

MARSHALL  B.  BLOCK,  M.D. 

Continuing  with  the  present  issue  of  Arizona 
Medicine  is  the  series  of  articles  entitled  “Semi- 
nars in  Endocrinology  and  Metabolism.”  The 
purpose  of  these  short  review  articles  is  twofold. 
First,  due  to  the  rapid  proliferation  of  new 
knowledge  in  the  field  of  endocrinology  and  the 
multiple  tests  available  for  their  evaluation, 
short,  clinically  oriented  reviews  would  enable 
the  physician  to  keep  abreast  of  these  newer  de- 
velopments as  they  relate  to  their  practice.  In 
addition,  with  great  stress  being  placed  on  vol- 
untary recertification  in  many  subspecialties,  re- 
views such  as  they  could  serve  as  an  authorita- 
tive, succinct  teaching  forum.  The  editors  will 
endeavor  to  accomplish  these  goals  by  utilizing 
the  talents  of  practicing  physicians  as  guest  con- 
tributors to  this  series.  Feedback,  both  positive 
and  negative,  is  encouraged  in  order  to  help  us 
fulfill  these  objectives. 

Tremendous  advances  in  our  understanding  of 
the  pubescent  period  has  accrued  from  recent 
investigations  into  the  hypothalamic  and 
pituitary  secretory  processes  responsible  for  the 
initiation  of  the  hormonal  changes  characteristic 
of  puberty.1  2 3 Because  these  findings  are  so 
interesting  and  have  a great  deal  of  clinical 
relevance,  in  assessing  children  who  present  with 
delayed  puberty,  a brief  review  seems  in  order. 

It  is  now  fairly  well  established  that  the  central 
nervous  system  and  particularly  the 
hypothalamus  is  intimately  involved  in  the  onset 
of  puberty.  Elegant  studies  have  demonstrated 
that  the  release  of  pituitary  luteinizing  hormone 
(LH)  and  follicle  stimulating  hormone  (FSH) 
undergo  sequential  changes  during  the 
peripubescent  period.  Initially  serum  levels  of 
these  hormones  are  exceedingly  low  before 
puberty  commences  in  both  boys  and  girls.  At  the 
onset  of  puberty  nocturnal  elevations  in  these 
hormones  appear.  These  observations  are  based 
upon  samples  obtained  every  20  minutes.  As 
puberty  progresses,  increasing  levels  of  these 
hormones  can  be  demonstrated  during  the 
daylight  hours.  Ultimately  in  men,  adult  levels  of 


these  hormones  are  reached  during  the  waking 
state  and  the  nocturnal  peak  tends  to  dissipate  as 
full  adulthood  is  reached.  In  women,  on  the  other 
hand,  the  characteristic  sequential  changes  in 
serum  FSH  and  LH  give  rise  to  the  characteristic 
mid-cycle  surge  of  LH  which  occurs  prior  to 
ovulation.  These  recent  observations  have 
demonstrated  the  marked  variability  in  secretory 
rate  and  therefore  blood  levels  of  these  hormones. 
Thus,  isolated  measurements  of  serum  LH  and 
FSH  have  not  proven  overly  useful  in  clarifying 
the  nature  of  conditions  associated  with  delayed 
puberty  especially  if  levels  obtained  are  low.  It  has 
been  proposed  that  serial  measurements  every  20 
minutes  are  needed  to  assess  more  fully  the  levels 
of  these  hormones.  Recently,  urinary  extraction 
methods  have  enhanced  the  sensitivity  of  the 
urinary  gonadotrophin  assays  and  there  has  been 
recent  evidence  to  suggest  that  measurement  of  a 3 
hour  urine  specimen  for  gonadotrophins  may  be 
a more  accurate  reflection  of  secretory 
phenomena  from  the  pituitary  gland  than 
isolated  serum  values.4 

A natural  consequence  of  these  changes  in 
pituitary  gonadotrophins  is  the  release  of  the 
appropriate  hormones  which  exert  negative 
and/or  positive  feedback  control  on  the 
hypothalamic  pituitary  region.  In  man,  the 
production  of  testosterone  increases  as  serum 
concentrations  of  LH  rise.  The  normal  range  of 
testosterone  in  man  occurs  in  concert  with 
appropriate  serum  LH  values.  This  can  be  shown 
to  occur  in  early  puberty  as  nocturnal  rises  in  LH 
are  associated  with  increased  serum  testosterone 
levels  during  sleep.  Interestingly,  the  sleep  phase 
appears  to  be  an  important  period  in  the 
regulation  of  hypothalmic  pituitary  function. 
For  instance,  growth  hormone  normaly  rises 
during  early  sleep  while  prolactin  concentration 
increases  during  the  latter  part  of  the  sleep  phase. 
Perhaps,  release  of  the  inhibition  imposed  by 
higher  cortical  sensors  enhances  these  changes 
during  sleep. 

The  cause  for  the  maturation  of  the 
hypothalmic  pituitary  axis  which  brings  about 
these  changes  are  not  known.  There  apparently 
may  be  some  neural  or  hormonal  regulator  of  the 
releasing  factor  controlling  these  hormones. 
Recently,  the  synthesis  of  gonadotrophin 
releasing  factor  (GnRH,  also  called  LHRH)  has 
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been  utilized  clinically.  This  hormone  apparently 
located  in  the  hypothalamus  stimulates  the 
release  and  or  synthesis  or  predominately  LH 
and  to  a lesser  extent  FSH  from  the  pituitary 
gland.  In  man,  serum  testosterone  exerts  a 
negative  feedback  control  on  serum  LH  levels.  On 
the  other  hand,  in  women,  levels  of  estrogen  and 
progesterone  appear  to  exert  both  negative  and 
positive  effects  on  serum  gonadotrophin  levels, 
especially  LH.  Low  levels  of  estrogen  appear  to 
stimulate  the  release  of  serum  LH  while  higher 
levels  tend  to  suppress  it.  It  is  thought  that  the 
lower  levels  of  estrogen  which  gradually  increase 
in  the  mid-portion  of  the  menstrual  cycle  actually 
stimulate  the  release  and  are  responsible  for  the 
mid-cycle  surge  of  serum  LH.  This  is  somehat 
paradoxical  for  it  was  known  for  sometime  that 
higher  doses  of  estrogen  suppressed 
gonadotrophin  levels  and,  in  fact,  were  the 
rationale  for  the  use  of  the  early  birth  control 
preparations.  Lower  doses  of  estrogens  have  now 
been  used  which  also  perform  this  function. 
There  then  appears  to  be  a fine  balance  between 
the  stimulation  and  suppressive  effects  of 
estrogen  compounds. 

Clinically  there  may  be  many  areas  where  ab- 
normalities could  occur  and  give  rise  to  a delay  in 
development  of  secondary  sex  characteristics.  For 
instance,  there  have  now  been  described  patients 
who  have  the  syndrome  of  hypogonadotrophic 
hypogonadism.  There  appears  to  be  in  this  group 
of  patients  some  who  either  lack  the  ability  to 
secrete  and/or  synthesize  the  releasing  factor  from 
the  hypothalamus.  This  leads  to  decreased  levels 
of  LH  and  FSH  and  in  turn,  in  man,  testosterone, 
and  in  women,  estrogen  and  progesterone.  Many 
of  these  patients  have  been  treated  with  the  newly 
available  gonadotrophin  releasing  factor.  In 
many  of  these  patients  pituitary  capacity  to 
produce  LH  and  FSH  is  restored.  In  others  it  is 
not,  but  it  is  not  known  whether  this  just  reflects 
the  lack  of  prior  stimulation  with  endogenous 
releasing  factor  or  another  defect,  perhaps  in  an 
inability  of  the  pituitary  to  produce  FSH  and  LH. 
Associated  with  this  syndrome  can  be  olfactory 
changes  such  as  loss  of  smell  (anosmia).  These 
two  clinical  features  compose  Kallman’s 
Syndrome.  Although  usually  occuring  in  males, 
it  has  been  described  in  women.  Isolated  defects  in 
the  production  of  these  gonadotrophins  have 
likewise  been  described.  The  inability  to  produce 
serum  FSH  leading  to  amenorrhea  orazospermia 
has  been  described.  It  is  thought  that  since  all 
pituitary  glycoprotein  hormones  are  composed  of 


two  chains,  one  of  which  is  common  to  all,  that 
genetic  defects  in  the  production  of  the  beta  chain 
that  is  specific  for  FSH  or  LH  could  occur.  Thus 
defects  in  LH  and  FSH  biosynthesis  will  be 
described  no  doubt  in  the  future  much  as 
unbalanced  production  of  hemoglobin  chains 
producing  the  thalassemia  syndromes  have  been 
noted.  Obviously,  besides  these  genetic  errors, 
more  gross  abnormalities  such  as  pituitary  or 
hypothalamic  tumors  have  been  associated  with 
defects  in  either  the  production  or  secretion  of 
these  gonadotrophins  which  can  in  turn  lead  to 
delayed  development  of  secondary  sex 
characteristics. 

Not  only  do  abnormalities  in  the  secretion  of 
these  hormones  account  for  some  of  the  problems 
one  sees  in  patients  who  have  delayed  puberty,  but 
also  defects  in  the  ovary  and  testes  per  se  have  been 
described.  Patients  who  have  testes  that  do  not 
respond  to  stimulation  with  LH  and  FSH  have 
been  reported.  Since  these  hormones  require 
membrane  receptors  in  these  organs,  it  is  quite 
possible  that  abnormalities  in  receptor  membrane 
function  will  ultimately  be  described.  In  addition, 
tumors  or  other  abnormalities  within  these 
organs  can  give  rise  to  similar  problems. 
Obviously  destruction  by  infectious  agents 
and/or  radiation  could  produce  a similar  pattern 
if  it  occurs  in  the  prepubertal  period.  Additional 
defects  in  the  ultimate  metabolism  of  androgens 
can  occur  with  normal  hypothalamic-pituitary 
and  testicular  function.  The  most  extreme 
example  is  seen  in  those  patients  who  have  the 
testicular  feminization  syndrome.  These 
genetically  male  patients  appear  phenotypically 
feminine  because  they  cannot  metabolize 
testosterone  to  its  active  principle.  Thus 
secondary  sex  characteristics  of  the  male  do  not 
develop. 

In  summary,  pubescence  is  a complex  period  in 
development  which  is  dependent  on  a number  of 
inter-related  metabolic  and  neurologic  processes. 
Abnormalities  in  one  or  more  of  these  areas  could 
result  in  what  is  described  as  “delayed  puberty”.  A 
more  rigorous  evaluation  of  these  patients  is  now- 
possible  with  the  availability  of  more 
sophisticated  hormonal  measurements. 
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This  year  we  hope  that  parents,  who  are  making 
preparations  for  a child  to  enter  school  for  the  first 
time,  will  concern  themselves  with  providing  the 
child  with  something  more  than  new  shoes  and 
new’  clothes.  The  Department  of  Health  Services 
is  encouraging  parents  to  have  their  children’s 
immunizations  brought  up-to-date  prior  to  the 
opening  of  school. 

No  one  questions  the  fact  that  routine 
immunizations  given  early  in  life  are  a simple  and 
effective  way  of  preventing  many  serious  diseases. 
Even  though  vaccine  is  readily  available  from 
private  physicians  and  public  health 
departments,  the  immunization  levels  for  pre- 
school children  in  Arizona  barely  reach  70 
percent.  Roughly  one  of  every  four  children  under 
the  age  of  five  years  has  not  received  basic 
protection  against  the  preventable  diseases — 
measles,  rubella,  polio,  mumps,  diphtheria, 
tetanus  and  pertussis. 

Low  immunization  levels  and  the  complicated 
and  haphazard  method  of  obtaining 
immunization  histories  of  school-age  children 
have  been  a major  concern  to  our  bureau  of 
communicable  disease  control.  To  increase  the 
effectiveness  of  the  school  immunization 
program,  a streamlined  system  for  determining 
immunization  levels  of  new  school  entrants  will 
begin  in  Arizona  this  fall.  Using  a “Key  sort” 
card,  the  system  provides  a method  for  obtaining 
immunization  histories  and  parental 
authorization  for  any  needed  immunizations  at 
the  same  time.  The  entire  process  w ill  be  included 
at  the  time  of  initial  school  registration  and 
should  eliminate  the  problems  associated  with 
sending  the  current  eight  forms  home  with  the 
children. 

The  parent  of  every  child,  initially  entering 
kindergarten  or  first  grade,  will  be  asked  to  give  a 
history  of  the  child's  completed  immunizations. 
If  further  immunizations  are  indicated,  parents 
will  be  informed  of  the  contra-indications 
and  possible  adverse  reactions  to  various  vaccines. 

This  information  is  outlined  on  one  side  of  the 
“Key  Sort”  card  printed  in  both  Spanish  and 
English.  Parents  will  be  asked  to  indicate  whether 
or  not  the  school  is  to  give  the  child  the  needed 
immunizations. 

The  completed  card  becomes  a readily 
accessible  portion  of  the  child's  school  health 
record,  showing  immunizations  received  in  the 
past  and  given  during  the  school  year.  The 
individualized  record  then  may  serve  as  a 
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scheduling  tool  in  the  school  immunization 
program,  eliminating  the  mass  campaign 
approach.  Its  use  will  enable  convenient  program 
evaluation  at  the  end  of  the  year,  and  will 
considerably  facilitate  the  tabulation  of 
immunization  history  data  at  the  school  and 
district  levels  for  program  planning  purposes. 
Use  of  the  “Key  Sort"  card  system  will  also  enable 
immediate  identification  of  all  susceptibles  in  a 
school  threatened  by  an  epidemic. 

The  Department  has  launched  a publicity 
campaign  concerning  the  program.  It  is  aimed  at 


ecouraging  parents  to  have  their  children 
immunized  prior  to  the  opening  of  school  and  at 
informing  them  to  be  prepared  to  present  a record 
of  their  child’s  immunization  history  at 
registration  time. 

Arizona  physicians  can  contribute  to  the 
success  of  the  program  by  suggesting  that  parents 
update  their  childrens’  immunizations  on  a 
regular  basis.  In  addition,  you  may  want  to  alert 
your  office  staff  to  be  prepared  to  provide 
immunization  histories  to  parents  who  will  need 
the  information  to  complete  school  registration. 


PLEASE  CHECK  THE  IMMUNIZATIONS 


* HISTORY 

DATE 

DTP 

1ST  DOSE 

DTP 

2nd  DOSE 

DTP 

3RD  DOSE 

DTP/Td 
BOOSTER  NO  1 

DTP/T  d 
BOOSTER  NO  2 

ORAL  POLIO 
1ST  DOSE 

ORAL  POLIO 
2nd  DOSE 

ORAL  POLIO 
3RD  DOSE 

ORAL  POLIO 
BOOSTER  NO  1 

ORAL  POLIO 
BOOSTER  NO  2 

MEASLES 

VACCINE 

RUBELLA 

VACCINE 

MUMPS 

VACCINE 

SMALLPOX 

VACCINE 



TB  SKIN  TE  ST 

POS 

NEG 

COMPLETE  HISTORY 


READ  REVERSE  SIDE 
THEN  COMPLETE  THIS  SIDE 


AUTHORIZATION 


I HAVE  READ  AND  UNDERSTAND  THE  INFORMATION 
ON  THE  REVERSE  SIDE  AND: 


1 AUTHORIZE  MY  CHILD  TO  RECEIVE  THE  FOLLOWING 
IMMUNIZATIONS  DURING  THE  NEXT  SCHOOL  YEAR: 


DTP 
OR  T d 


POLIO 


MEASLES 


RUBELLA 


g □ g g 


2.  DO  NOT  WANT  MY  CHILD  IMMUNIZED  DURING  THE 


NEXT  SCHOOL  YEAR 


□ 


THIS  FORM  AND  ANY  INFORMATION  THEREON  MAY  BE 
TRANSMITTED  TO  THE  STATE  AND  LOCAL  HEALTH 
DEPARTMENTS  FOR  THE  PURPOSE  OF  ADMINISTRATING 
THE  IMMUNIZATION  PROGRAM 


PARENT  S SIGNATURE 


ARIZONA  STATE  DEPARTMENTOF  HEALTH  SERVICES 
BCDC:  1 MM  - 1 -5/75 


COMPLETE  AND  RETURN  CARD 
ON  EVERY  CHILD 


THE  FOLLOWING  "CATCH-UP”  IMMUNIZATIONS  ARE  BEING 
OFFERED  IN  SCHOOL  WITHOUT  CHARGE 

DIPHTHERIA-TETANUS-PERTUSSIS  (DTP).  FREQUENTLY 
CALLED  BABY  SHOTS  AND  IS  FOR  CHILDREN  UNDER  6 YEARS 
OF  AGE  (P  OF  DTP  IS  SHORT  FOR  PERTUSSIS  OR  WHOOPING 
COUGH) 

TETANUS-DIPHTHERIA  (Td).  FOR  CHILDREN  6 YEARS  OF 
AGE  AND  OLDER 

POLIO.  ORAL  VACCINE 

MEASLES. COMMONLY  CALLED  RED, HARD  OR  10  DAY  MEASLES 


RUBELLA.  COMMONLY  CALLED  3 DAY  OR  GERMAN  MEASLES 


CERTAIN  IMMUNIZATIONS  SHOULD  NOT 
BE  AUTHORIZED  IF: 


1.  FOR  POLIO,  MEASLES.  RUBELLA  - if  THE  CHILD  IS 
NOW  UNDER  THE  CARE  OF  A DOCTOR  FOR  ANY  CHRONIC 
ILLNESS  OR  IS  RECEIVING  CONTINUING  MEDICATION,  THE 

DOCTOR  SHOULD  BE  CONSULTED  BEFORE  AUTHORIZING 
IMMUNIZATIONS. 

2 FOR  DTP  OR  Td  IMMUNIZATIONS-  IF  THE  CHILD  HAS 

PREVIOUSLY  EXPERIENCED  CONVULSIONS  OR  OTHER  UN- 
USUAL REACTIONS  TO  DTP  OR  Td  SHOTS 

3 FOR  MEASLES  AND  RUBELLA  IMMUNIZATIONS-  IF 
THE  CHILD  IS  ALLERGIC  TO  EGGS.  FEATHERS,  NEOMYCIN 
OR  RABBITS.  (RUBELLA  ONLY) 

4 A CHILD  WITH  FEVER  ON  THE  DAY  OF  THE  CLINIC  SHOULD 
HAVE  IMMUNIZATION  POSTPONED 


RISKS 

ANY  DRUG  OR  VACCINE  HAS  THE  POTENTIAL  TO  CAUSE 
AN  ALLERGIC  RESPONSE  OR  AN  ADVERSE  REACTION. 

HOWEVER.  ITS  BENEFITS  IN  PREVENTING  A SPECIFIC 
DISEASE  GREATLY  EXCEEDS  THIS  MINOR  RISK. 

VACCINES  USUALLY  MAY  BE  SAFELY  AND  EFFECTIVELY 
ADMINISTERED  IF  THE  PRECAUTIONS  ABOVE  DO  NOT 
APPLY  TO  YOUR  CHILD. 


IF  YOU  ARE  NOT  SURE  WHETHER  YOUR  CHILD  SHOULD 
RECEIVE  AN  IMMUNIZATION,  CHECK  WITH  YOUR  DOCTOR 
OR  HEALTH  DEPARTMENT  BEFORE  AUTHORIZING 
IMMUNIZATIONS. 

REACTIONS 


1 MEASLES-  FEVER  AND/OR  RASH  5 TO  12  DAYS  AFTER 

IMMUNIZATION 

2 RUBELLA-  TEMPORARY  JOINT  PAINS  MAY  OCCUR  2 TO  6 

WEEKS  AFTER  INJECTION 

3.  DTP  . LOCAL  PAIN  AND  TENDERNESS  AT  THE  INJECTION 
ORTd  SITE  AND  FEVER  MAY  OCCUR.  T97753X 


COMPLETE  AND  SIGN  THE  REVERSE  SIDE 
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There  is  a trend,  especially  in  psychiatry, 
toward  more  careful  labelling. 

A problem  arose  when  fringe  benefits  of 
employment  included  hospitalization  and  health 
insurance.  A physician  will  naturally  prefer  a 
diagnosis  which  will  keep  a disorder  and  its 
treatment  within  the  limits  of  coverage.  He  can 
easily  rationalize  a slight  misrepresenation  or  a 
half  truth.  Hence  the  alcholic,  approaching 
delirium,  will  be  admitted  with  a diagnosis  of 
gastritis,  and  the  tired  housewife  as  possible 
anemia. 

Medical  record  departments  also  coerce  us  to 
use  only  terms  which  can  be  codified. 

One  of  the  commonest  misnomers  is 
psychoneurotic  depressive  reaction.  Before 
recording  such  a diagnosis  we  should  consider 
three  possibilities  of  error.  Given  the  individual’s 
past,  present  and  predictable  circumstances,  one 
might  ask,  “How  else  would  you  expect  him  to 
feel?"  Plain  darned  unhappiness  is  more  often  a 
fact  than  a neurosis. 

Secondly,  what  appear  to  be  chronic  depressive 
disorders  are  very  often  passive-aggressive 
personality  traits:  “ They  have  not  made  me 
happy  and  I will  not  lift  a finger  to  make  myself 
happy.” 

Thirdly,  as  the  so-called  threshold  of  pain  is 
really  the  threshold  of  complaining,  so  one 
person  will  verbalize  and  display  histrionic 
anguish  over  the  same  loss  which  a stoic  might 
suffer  in  silence. 

Similarly  when  we  listen  to  an  unhappy  person 
and  sympathize  and  try  to  offer  encouragement, 
we  call  it  psychotherapy  or  group  therapy  or 
milieu  therapy  or  transactional  analysis.  We 


thereby  assure  ourselves  that  we  are  doing  the 
work  for  which  we  are  trained  and  for  which  we 
charge  fees. 

The  need  for  precise  wording  is  most  obvious  in 
cases  of  industrial  compensation.  When  there  is  a 
formal  protest  against  the  terms  of  a settlement,  or 
a petition  to  re-open  a case,  w'e  are  often  asked  to 
testify  at  a hearing.  The  issues  seem  to  have  little 
to  do  with  the  medical  data.  Most  of  our  time  is 
occupied  in  trying  to  clarify  or  correct  the 
language  of  physicians’  statements,  including 
our  own,  and  the  inferences  drawn  from  them. 

Surgeons  use  the  expression,  functional 
overlay.  More  often  than  not  they  are  referring  to  a 
very  human  tendency  to  exaggerate  symptoms 
when  compensation  is  involved.  This,  by  itself, 
does  not  call  for  a diagnosis  of 
psychophysiological  musculoskelatal  disorder  or 
conversion  reaction. 

The  patient  believes  he  is  entitled  to  full 
indemnification  for  physical  and  mental 
suffering  and  financial  loss.  Such,  and  punitive 
damages,  relate  only  to  lawsuits  filed  outside  the 
jurisdiction  of  workmen’s  compensation.  It  is 
almost  an  adversary  situation:  The  patient  wants 
maximum  and  the  insurance  carrier  wants 
minimum. 

One  can  sympathize  with  a patient’s  argument: 
“But  I wasn’t  this  way  before  the  accident.”  He 
may  be  unable  or  unwilling  to  accept  that  “post 
hoc  ergo  propter  hoc”  is  a fallacy.  It  is  disturbing 
to  find  a doctor  documenting  the  same  fallacy  as 
sole  and  sufficient  basis  for  his  opinion  that  a 
given  condition  is  due  to  a past  event.  Were  not 
Koch’s  postulates  tattooed  on  his  brain  in  medical 
school?  The  least  common  denominator  in  a 
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compensation  neurosis  is  not  the  accident  or 
injury  but  the  compensability.  And  the  so-called 
trigger  is  the  intrapsychic  choice  whether  to  seek 
maximum  compensation  or  not. 

In  cases  of  physical  and  psychic  (there’s  that 
word  again;  read  “autonomic”)  trauma,  a 
neglected  diagnosis  is  Transient  Situational 
Distrubance  (307.3).  The  diagnostic  and 
statistical  manual  of  the  American  Psychiatric 
Association  states:  “This  major  category  is 
reserved  for  more  or  less  transient  disorders  of  any 
severity  (including  those  of  psychotic 
proportions)  that  occur  in  individuals  without 
any  apparent  underlying  mental  disorders  and 
that  represent  an  acute  reaction  to  overwhelming 
environmental  stress.” 

The  manual  further  points  out:  “If  the 
symptoms  persist  after  the  stress  is  removed,  the 
diagnosis  of  another  mental  disorder  is 
indicated.” 

Again,  any  doctor  who  sees  industrial  cases 
should  know  that  there  is  a difference  between 
disability  and  employability.  Claims  and  legal 
departments  ask  only  for  medical  information. 
They  have  expertise  and  their  own  formulae  for 
determining  loss  of  earning  capacity.  It  is  not  our 
business  to  predict  the  socio-economic 
consequences  of  an  accident  and  it  would  be  even 
more  presumptuous  of  us  to  argue  the  merits  of  a 
case. 

Medicine  is  not  an  exact  science,  it  is  true.  But 
we  are  expected  to  demonstrate  some  knowledge 
of  scientific  method  and  semantics  and  logic.  And 
we  are  supposed  to  use  words  with  some  degree  of 
clarity  and  correctness  and  common  sense. 


' A 

Book  Review 

J 

Acupuncture  for  Physicians,  by  Teruo 
Matsumoto,  M.D.,  Ph.D.,  P.A.C.S.,  Professor  of 
Surgery,  Hahnemann  Medical  College  and 
Hospital,  Philadelphia,  Pensylvania.  224  pp  175 
illus.  Charles  C.  Thomas  1974.  $14.75 

This  is  a concise,  but  explicit  treatise  on  the 
present  views  on  the  method  in  which 
Acupuncture  exerts  its  effect.  The  evidence  now 
points  to  nerve  mediation  both  somatic  and 
anatomic. 

There  is  an  excellent  review  of  the  author’s 
experimental  work  relating  to  micro  circulatory 
responses  in  animals  produced  relative 
“vasoconstriction  followed  by  vasodilation  in 
splanchnic  vessels”.  Patient  and  animal 
experiments  demonstrated  its  effectiveness  in 
relieving  abdominal  distention. 

The  possible  indicaions  for  the  use  of 
acupuncture  suggested  are — 

1.  Diseases  which  are  presently  incurable  or 
difficult  to  treat. 

2.  Discomfort  accompanying  various  diseases. 

3.  Pain  (patient  with  chronic  pain  are 
becoming  more  of  a problem  for  themselves, 
families  and  even  of  the  nation).  [All  who 
toil  in  pain  clinics  would  surely  agree  with 
the  epidemic  proportions  of  pain  as  a 
presenting  symptom  — not  infrequently 
iatrogenic]. 

The  section  on  clinical  practice  of  Acupuncture 
is  easily  followed,  giving  the  methods  of  needle 
insertion  — and  the  points  to  be  used  for  various 
organ  and  pain  treatment. 

J.  W.  Kennedy,  M.D. 
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Topics  Of  ^ 

Current 

Medical  Interest^  J 


A NEW  AMBULATORY  CARE  CODING  SYSTEM 


Whether  in  office  practice  or  hospital  clinics, 
the  coding  of  ambulatory  care  encounters  is 
made  more  difficult  by  a coding  system  which 
has  been  designed  primarily  to  serve  hospital 
inpatient  requirements.  The  system  described 
herein  has  been  formulated  specifically  for 
outpatient  use,  and  represents  a significant 
improvement.  Its  dissemination,  in  mid-1975, 
should  be  of  interest  to  all  physicians 
rendering  ambulatory  care. 

A new  classification  system  for  ambulatory  care 
has  recently  been  published  and  will  soon  be  in 
widespread  use  in  the  United  States  and 
throughout  the  world.  This  is  the  International 
Classification  of  Health  Problems  in  Primary 
Care,  henceforth  known  as  the  ICHPPC.  There 
has  been  an  interest  since  the  1950’s  in  the 
development  of  a coding  and  classification  system 
for  ambulatory  health  problems  because  of 
disatisfaction  with  the  International 
Classification  of  Diseases  system  which  is  used 
throughout  the  world  in  hospital  records,  and  for 
gathering  mortality  data.  In  the  period  up  until 
1972,  many  classifications  were  developed.  The 
most  widely  used  was  the  system  developed  by  the 
Royal  College  of  General  Practitioners  in  1959 
and  revised  for  use  in  the  United  States  in  1963.' 

It  was  not  until  October  1972  when  the  5th 
World  Conference  on  General  Practice  and 
Family  Medicine  was  convened  in  Melbourne, 
Australia,  that  a group  of  general  practitioners 
began  to  discuss  the  future  of  a classification  for 
ambulatory  care.2  The  World  Organization  of 
National  Colleges,  Academies  and  Academic 
Associations  of  General  Practitioners/Family 
Physicians  (WONCA)  formed  a working  party  to 
develop  a modification  of  the  International 
Classifications  of  Diseases  (ICD)  which  would  be 
acceptable  to  primary  care  physicians  all  over  the 
world.  I he  working  party  was  composed  of 
representatives  from  Israel,  Norway,  United 
States,  Canada,  Australia,  Great  Britain,  and 
South  Africa.  In  June  1973,  a trial  version  was 
agreed  upon  and  field  tested  in  over  300  practices 
in  nine  countries  for  a total  of  more  than  one 
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hundred  thousand  doctor-patient  contacts.3 

Based  on  this  experience  a modification  was 
made  and  on  November  7,  1974  the  general 
assembly  of  WONCA  at  the  6th  World  Conference 
in  Mexico  City  unanimously  accepted  the  new 
classification.  In  March  of  1975  the  North 
American  Primary  Care  Research  Group  also 
adopted  this  new  classification  as  the  one 
recommended  for  use  in  primary  care  practices. 

The  American  Hospital  Association  has  agreed 
to  publish  the  ICHPPC  in  the  United  States  and 
will  distribute  the  classification,  with  an 
alphabetical  listing,  to  every  AHA  hospital 
emergency  room  in  mid-1975. 

The  ICHPPC  will  provide  a vehicle  for  not 
only  broad  international  studies  of  work  load  and 
morbidity  in  primary  care  but  will  form  a widely 
accepted  background  for  more  detailed  study.  It 
must  be  recognized  that  the  ICHPPC  is  not  a 
perfect  coding  system.  It  is  widely  recognized  that 
the  ICD  classification  system  is  exceedingly 
specific  but  also  much  too  complex  for  use  in 
ambulatory  care  practice.  As  is  seen  in  figure  1, 
the  compromise  has  been  reached  in  the  ICHPPC 
to  decrease  the  specificity  of  the  rubric  in  order  to 
reach  a workable  number  of  classifications.4  The 
ICHPPC  contains  over  400  rubrics  compared  to 
over  1000  for  ICD  and  446  for  the  RCGP  code. 


Figure  1.  A graphic  presentation  comparing  number  rubrics 
versus  specificity  of  information.4 

A unique  feature  of  the  ICHPPC  is  the  addition 
of  several  new  sections  including  preventive 
medicine,  family  planning,  administrative 
procedures,  and  care  of  mother  and  child. 
Another  feature  of  particular  importance  to 
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primary  care  physicians  is  a section  titled  Social, 
Marital  and  Family  Problems  and 
Maladjustments.  These  commonly  encountered 
problems  are  of  importance  because  they  impinge 
upon  the  patients  well-being.  There  has  been  no 
satisfactory  way  to  code  these  problems  in 
previous  systems. 

An  additional  advantage  of  the  new  system  is 
that  for  special  uses  within  a practice  or  an 
institution,  special  house  rubrics  may  be 
developed  and  utilized.  It  then  must  be  recalled 
that  when  using  these,  in  comparison  with  other 
practices,  they  must  be  compressed  into  the 
original  ICHPPC  rubric.  The  essential  function 
of  the  ICHPPC  is  to  serve  as  a framework  for 
comparison.  The  ICHPPC  was  designed 
primarily  for  peripheral  coding  that  is  coding  by 
the  provider.  The  code  by  itself  is  of  no  value.  It 
must  be  used  with  some  other  data  gathering 
system  such  as  the  E book  or  some  similar  system 
or  a computer.5  6 

CONCLUSION:  A new  coding  and 
classification  system  has  been  developed 
primarily  for  family  practice  which  can  be  used  in 
any  ambulatory  care  setting,  and  has  the 
capability  of  expansion  with  special  rubrics  for 
individualized  uses.  For  the  first  time  psycho- 
social problems  can  be  coded  in  a standard 
manner.  This  new  development,  hopefully,  will 
provide  a vehicle  for  improved  practice 
management,  internal  audit  of  medical  practice, 
and  a mechanism  for  meeting  external  audit 
provisions.  While  not  a perfect  answer  to  the 
problem  of  classification  of  ambulatory  care 
problems,  this  system  represents  a significant 
advance  in  a technology  which  at  this  point  can 
only  be  described  as  primitive. 
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THE  SICK  DOCTOR 

A recent  Gallup  poll  surveyed  the  public’s 
attitude  toward  five  proposals  relating  to 
Medicine’s  self-policing.  Results  were  as  follows: 

1.  By  a vote  of  85  to  7 percent  the  public  ap- 
proves of  requiring  the  medical  profession 
to  take  more  effective  measures  to  get  rid 
of  incompetent  doctors. 

2.  By  a vote  of  80  to  10  per  cent,  the  public 
approves  of  fixing  in  advance  the  amount 
a lawyer  can  charge  for  his  fee  in  a mal- 
practice case. 

3.  By  a vote  of  62  to  25  per  cent  the  public  ap- 

proves of  setting  a top  limit  on  the  amount 
a jury  can  award  a patient  who  wins  a mal- 
practice suit. 

4.  By  a vote  of  59  to  30  percent  the  public  ap- 

proves of  settling  malpractice  suits  out 
of  court  by  an  arbitration  committee. 

The  emphatic  majority  in  question  No.  1 is 
highly  significant  of  the  deterioration  of  the 
“doctor  image”  held  by  the  public.  Even  though 
they  were  less  emphatically  endorsed,  we  can  take 
some  consolation  in  the  sympathy  still  evident 
toward  our  profession  in  the  responses  to  the 
other  four  proposals. 

In  April,  the  American  Medical  Association  held 
its  first  national  conference  at  San  Francisco  to 
explore  more  effective  means  of  coping  with  and 
coming  to  more  timely  aid  of  that  estimated  3 to 
5%  of  our  peers  whose  physical  or  psychological 
problems  threaten  the  welfare  of  themselves  or 
their  patients — and  the  status  and  reputation  of 
our  profession. 

We  in  Arizona  can  boast  that  at  the  instigation 
of  Dr.  Philip  Dewan  ad  hoc  committee  was 
formed  16  months  earlier.  This  year  it  was  given 
official  and  permanent  status  as  the  Physicians’ 
Rehabilitation  Committee. 

Medical  societies  have  long  had  mechanisms  to 
deal  with  those  of  us  who  are  functionally  or 
professionally  impared  by  illness,  age, 
alcoholism,  drug  dependency  and  other  physical 
or  mental  problems  — BUT  — 

We  ourselves  often  tend  to  ignore  our 
responsibility  to  our  peers  and  their  welfare  and 
that  of  their  patients  so  that,  in  the  end,  the  Boards 
of  Medical  Examiners — which  are  state  organs, 
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not  medical  ones — take  over  the  responsibility 
along  with  their  authority,  too  often  far  too  late; 
when  our  misguided,  silent  and  non-interventive 
“protection”  of  troubled  colleagues  has 
eventuated  in  disaster  for  themselves,  their 
families,  careers  and  patients,  and  has  resulted  in 
a blot  on  our  collective  reputation. 

Out  Physician  Rehabilitation  Committee  is 
designed  to  provide  early  aid  to  those  of  our  peers 
who  need  it.  If  the  physician  himself  does  not 
apply  for  help  on  his  own  or  through  the 
committee  (and  he  seldomly  does  face  his  need  for 
help  or  even  admit  it),  any  friend,  colleague, 
spouse  or  relative  can  bring  his  problem  to  the 
committee  for  attention. 

Members  of  the  committee  will  then  contact  the 
troubled  physician  and  his  family  and  provide 
counsel,  advice  and  appropriate  referral  and 
therapeutic  steps.  We  hope  this  interventive  step 
may  preserve  not  only  confidentiality  but  avoid 
all  or  much  of  the  agony  and  stress  of  action  by 
BOMEX  (Board  of  Medical  Examiners)  and 
personal  tragedies.  A letter  or  phone  call  to  any 
member  of  the  committee  will  bring  prompt 
response.  We  stand  ready  to  help — and  to  avoid 
harm. 


PHYSICIAN  REHABILITATION 
COMMITTEE 
JOHN  BARTNESS 
333  W.  Thomas,  Phx 

264-5671 

OTTO  BENDHEIM 
5051  N.  34  St.  Phx 

955-6200 

WILLIAM  BISHOP 
703  Ash  St.,  Globe 

425-5759 

JOHN  CLYMER 

708  N.  Country  Club  Rd., 

Tucson 

793-8865 

WILLIAM  CRISP 

926  E.  McDowell  Rd.,  Phx 

258-8995 

DONALD  DAMSTRA 
St.  Lukes  Hosp.  Med.  Cntr. 

258-7373 

RICHARD  DUISBERG,  Chairman 

1313  N.  Second  St„  Phx 

254-5161 

BERNARD  RUHR 

801  S.  Prudence  Rd.,  Tucson 

298-3363 

LAURENCE  LINKNER 
3411  N.  Fifth  Ave„  Phx 

279-7397 

EDWARD  SATTENSPIEL 
333  W.  Thomas  Rd.,  Phx 

264-3267 

WILLIAM  SCOTT 
Arizona  Med.  Center,  Tucson 
LI  of  A,  Tucson 

882-6409 

WALTER  TOMLINSON 
P.O.  Box  4,  Elgin,  AZ 

455-5572 

KARL  VOLDENG 

St.  Lukes  EIosp.  Med.  Cntr.  258-7373 

ELENOR  WASKOW 

550  W.  Thomas  Rd„  Phx  266-8236 

We  urgently  solicit  your  help  in  behalf  of  any 
troubled  physician,  his  patients  and  the 
continued  honor  and  ethics  of  our  profession. 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


SPECIAL  MEETING 
BOARD  OF  DIRECTORS 

The  special  meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.  held  in  the  Guadalahara  Ballroom 
No.  3,  Braniff  Place  Hotel.  180  W.  Broadway,  Tucson,  Arizona 
on  Tuesday,  April  22,  1975,  a quorum  being  present,  convened 
at  8:0-4  p.m.,  William  C.  Scott,  M.D.,  Chairman  and  President, 
presiding. 

GUESTS 

There  were  28  guests  present  at  the  meeting. 

INDIANA  STATUTE  RE:  PROFESSIONAL 
LIABILITY  INSURANCE 

Dr.  Scott  introduced  the  special  committee  designated  by 
the  House  ol  Delegates  to  report  to  the  Board  of  Directors  on 
the  subject  matter,  they  are: 

Walter  R.  Eicher,  M.D. 

Richard  O.  Flynn,  M.D. 

James  1..  Parsons,  M.D. 

William  G.  Payne,  M.D. 

O.  Melvin  Philips,  M.D. 

Robert  A.  Price,  M.D.,  Chairman 

Edward  Sattenspiel,  M.D. 

William  C.  Scott.  M.D. 

Dr.  Price,  Committee  Chairman,  reviewed  and  introduced 
the  general  subject.  Dr.  Eicher  reviewed  the  Indiana  statute  in 
great  detail.  Dr.  Flynn  reviewed  the  status  of  two  Arizona 
proposed  bills  currently  before  the  Arizona  legislature  (HB 
2418,  HB  2419)  dealing  with  Informed  Consent,  Statute  of 
Limitations  and  Medical  Legal  Panels.  Mr.  Edward  Jacobson 
reviewed  the  problems  of  constitutionality  of  the  Indiana 
statute  as  it  relates  to  Arizona. 

No  formal  action  was  taken. 

Meeting  adjourned  10:23  p.m. 

William  E.  Crisp,  M.D. 

Secretary 
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BOARD  OF  DIRECTORS 

The  meeting  of  the  Boaid  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  in  Ballroom  No.  1.  Braniff 
Place  Hotel,  180  W.  Broadway,  Tucson,  Arizona,  on  Tuesday, 
April  22,  1975,  a quorum  being  present  convened  at  9:06  a. m., 
William  G.  Payne,  M.D.,  President  and  Chairman,  presiding. 

WELCOME 

Dr.  Payne  extended  welcome  to  the  county  society 
presidents  and  the  many  other  guests. 

MINUTES 

The  minutes  of  meetings  held  February  22,  1975  and  March 
2.  1975  were  approved  as  distributed. 

A.M.A. 

Max  H.  Parrott,  M.D.,  President-Elect  of  the  American 
Medical  Association  reviewed  many  national  subjects  of 
interest  including  malpractice,  utilization  review  regulations 
litigation,  maximum  allowable  costs  and  Public  Law  93-64 1 , 
all  of  which  have  top  AMA  priority  at  this  time.  He  also 
reviewed  general  governmental  activities  and  the  current 
status  of  the  $60  assessment,  indicating  that  approximately 
70%of  Arizona  physicians  had  sent  in  their  payment  to  date. 

TRAVELERS 

Mr.  Leon  J.  Zaccaro  reported  on  the  program's  current 
status  as  follows: 

"1  will  comment  on  some  of  the  problems  we  are  all  facing 
with  medical  malpractice  today  and  some  of  the  solutions 
proposed  to  correct  these  problems. 

The  market  for  physicians  and  surgeons  particularly  has 
become  extremely  restricted.  Some  insurance  carriers  have 
been  forced  to  terminate  coverage  because  they  lack  sufficient 
funds  to  cover  their  obligations.  Other  leading  carriers  are 
restricting  their  writings  drastically. 

Market  availability  has  reached  crises  propoi  lions  in  several 
states,  Florida,  Maryland,  New'  York,  Indiana,  Michigan, 
North  Carolina,  South  Carolina,  and  1 could  list  more,  but  the 
proglems  are  all  very  similar.  T he  insurance  industry  has  been 
at  fault  in  not  recognizing  the  trends  that  have  occurred  and 
are  occurring  in  connection  with  medical  malpractice 
coverage.  The  rates  that  have  been  promulgated  in  the  past 
have  not  been  sufficient  to  meet  the  unexpected  increase  in  the 
frequency  of  claims  and  the  severity  of  settlements  and  court 
awards.  Inflation  has  hit  the  insurance  industry  very  hard  and 
has  made  it  very  difficult  to  estimate  the  future  costs  of 
settlements  related  to  today’s  violent  economy.  The  "long  tail 
of  malpractice  has  created  a special  problem.  The  shrinking 
securities  market  has  diminished  insurance  carriers’  reserves  to 
a point  where  regulators  are  monitoring  them  very  closely. 

What  has  caused  this  catastrophy?  Obviously,  no  single 
reason.  In  our  very  complex  society,  it  has  been  very  difficult 
to  realize  what  is  happening  until  the  problem  has  grown  to 
monstrous  proportions.  Immediate  reaction  by  the  insurance 
industry  could  take  the  only  course  possible  - increased  rates 
for  professional  liability  insurance.  However,  the  increased 
professional  liability  rate  is  not  the  cause;  it  is  the  result.  It  is 
the  catalyst  that  brings  the  problem  into  view  for  all  concerned 
- the  insurance  industry,  the  medical  profession,  legislators, 
and  that  section  of  our  society  that  must  ultimately  pay  the 
increased  costs  - the  consumer. 


Some  of  the  prominent  causes  can  be  isolated  and  discussed. 
Efforts  have  been  made  and  continue  to  be  made  to  correct, 
modify,  and  control  these  causes: 

— the  development  of  specialization  within  the  medical 
societies  does  tend  to  weaken  the  doctor-patient  rapport; 

— results  of  medical  treatment  of  less  than  patient  expecta- 
tions have  caused  actions  against  the  medical  practi- 
tioner; 

— increases  in  the  number  and  size  of  malpractice  < laims 
have  contributed  substantially  to  the  current  state  of 
affairs. 

(A  national  insurance  carrier,  the  St.  Paul  Fire  and  Marine 
of  St.  Paul.  Minnesota,  which  writes  a very  large  segment  of 
doctors  in  the  lT.S.,  recently  released  figuies  in  then 
November  December  1974  issue  ol  "Malpractice  Digest”  that 
state  for  a similar  number  of  doctors  their  pending  claims  have 
risen  137%  during  a 5-year  period,  1969  to  1974.  This  trend 
continues  at  an  increasing  rate.  This  same  study  indicates  the 
average  reserve  per  claim  during  the  same  5-year  period  has 
increased  87%  and  the  number  of  doctors  with  pending  claims 
is  up  from  1 in  23  to  1 in  10.  Rate  making  in  the  insurance 
industry  is  a profession  in  itself.  It  is  a very  detailed  and 
complicated  process.  However,  a quick  extension  of  the 
figures  I have  just  stated  indicates  that  an  adjustment  in  tales 
of  approximately  450%  would  be  required  for  the  St.  Paul  to 
keep  its  head  above  water  - and  then  only  on  the  premise  that 
the  1969  rates  were  adequate,  which  they  probably  were  not.  I 
might  add  that  the  St.  Paul,  while  writing  a large  number  of 
doctors  in  the  U.S.,  has  very  little  concentration  the  large 
metropolitan  areas;  therefore,  as  a country-wide  average,  the 
kind  of  rate  development  indicated  above  would  be  considered 
low.) 

The  factors  that  affect  frequently  and  severly  are  all  the 
things  that  are  problems  in  our  present-day  society: 

— inflation,  which  at  its  present  rate  must  be  considered 
intolerable,  has  a severe  effect  on  malpractice  claims: 

— court  case  closings  continue  to  increase  dramatically; 

— some  cite  the  legal  profession  as  adding  fuel  to  the  lire 
by  directing  its  attention  to  malpractice  actions  and 
utilizing  the  contingency-fee  approach;  critics  cite  the 
U.S.  as  the  only  major  country  still  allowing  this  type 
of  system;  however,  with  other  fields  of  endeavor  being 
closed  to  lawyers  by  "no-fault  systems,"  what  other  choice 
do  they  have? 

The  legislators  of  50  states  have  been  slow  to  enact  corrective 
legislation.  As  a result  the  courts  have  proceeded  to  liberalize 
many  of  the  common  standards  such  as  the  locality  rule. 
Today  paid  expert  witnesses  from  all  parts  of  the  country  tire 
testifying  as  to  the  standard  of  care  the  local  doctor  should 
follow. 

What  can  be  done  about  the  malpractice  problem? 
Something  must  be  done,  or  the  only  alternative  is 
government  intervention  on  the  state  or  national  level. 
Certainly,  if  we  continue  on  our  present  course,  consumer 
pressure  will  become  intolerable  for  our  elected  officials,  and 
we  then  invite  government  involvement  or  outright 
regulation  of  both  of  our  industries: 

— doctors  can  improve  their  rapport  with  patients  by  being 
more  effective  communicators,  both  in  the  area  of 
communicating  information  to  the  patient  and  in  re- 
ceiving communications  from  the  patient; 

— medical  societies  can  strengthen  their  Peer  Review  (this  is 
the  most  important  area  and  where  the  most  guts  are 
needed); 
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— press  for  legislation  to  promote  needed  changes  in  our 
current  tort  system; 

— reestablish  and  enforce  the  locality  rule; 

— establish  Peer  Review  activities  as  confidential  and 
immune  from  subpoena; 

— press  for  legislation  designed  to  lessen  the  burden  im- 
posed upon  the  doctor  by  excessive  statutes  of  limitation; 

— press  for  legislation  creating  standards  of  informed  con- 
sent; court  decisions  have  steadily  expanded  on  what  a 
doctor  must  tell  his  patient  in  order  to  secure  a true 
informed  consent;  some  reasonable  standards  must  be 
established. 

The  insurance  industry,  through  its  association  activities, 
must  support  these  legal  changes  also.  In  addition,  we  must 
insist  on  theavailabilityof  obtaining  needed  rateadjustments. 
If  our  hands  are  tied  by  unfavorable  legislation  to  the  degree 
that  we  cannot  secure  adequate  rate  levels,  the  insurers 
position  will  be  further  jeopardized  and  the  market  for 
malpractice  will  continue  to  shrink. 

One  insurance  carrier  can  only  do  so  much.  The  Travelers  is 
firmly  committed  to  the  proposition  that  a long-range 
solution  to  the  medical  malpractice  problem  necessarily 
involves  legislation  to  change  our  current  tort  system  as  it 
relates  to  malpractice  claims. 

We  are  currently  heavily  involved  with  the  American 
Insurance  Association  Special  Committee  on  Medical 
Malpractice  which  was  created  specifically  for  this  purpose. 

It  would  not  be  difficult  to  propose  legislation  which  would 
drastically  reduce  doctors'  exposure  to  malpractice  c laims. 

I he  difficult  part  is  to  develop  a program  which  a state 
legislator  would  be  willing  to  enact.  This  is  the  long-range 
solution.  Restriction  of  coverage  or  increased  rates  present  the 
only  immediate  relief. 

The  insurance  industry  is  exploring  all  alternatives.  Such  a 
scheme  as  “no-fault"  must  be  weighed  very  carefully.  Its  value 
is  quite  different  in  malpractice  than  it  is  in  an  automobile 
accident  or  a workers’  injury.  This  method  will,  however,  set 
forth  some  schedule  of  benefits  that  would  permit  society  to 
conrol  excessive  judgments  or  fees.  Arbitration,  a much- 
discussed  option  has  many  pros  and  cons  and  must  be 
explored  definitively.  For  arbitration  to  work  properly,  it  must 
be  binding  on  all  parties.  This  is  very  difficult  to  accomplish 
and  would  take  many  years  to  implement. 

There  have  been  many  crises  in  our  history.  We  have  always 
risen  to  the  occasion  and  solved  the  problem.  We  can  do  the 
same  here.  Under  the  current  tort  system,  the  trends  for 
malpractice  coverage  are  extremely  distrubing;  if  they  are 
extrapolated  into  the  future,  they  become  frightenig  and 
totally  unacceptable.  We  must,  therefore,  change  the  rules. 

In  early  1971  The  Travelers  agreed  to  write  the  Arizona 
Medital  Association’s  sponsored  professional  liability 
program.  Participation  in  this  program  by  the  doctors  in 
Arizona  has  been  substantial  indicating  their  acceptance  of  the 
program.  I he  policy  affordingcoverage  under  this  program  is 
the  broadest  available  and  at  reasonable  rates. 

Iam  confident  that  with  the  continued  cooperation  between 
the  Arizona  Medical  Association  and  The  Travelers  this 
program  will  prosper.  A viable  market  can  and  must  be 
maintained  for  the  doctors  in  Arizona. 

We  have  stated  that  we  will  give  you  experience  figures  for 
the  basic  limits  portion  of  your  program.  During  the  early 
years  of  the  program,  these  figures  were  very  slow  in 
developing  and  were  meaningless.  Now,  however,  we  can 
attach  some  meaning  to  the  figures  for  the  basic  limits  portion 


of  your  program.  During  the  early  years  of  the  program,  these 
figures  were  very  slow  in  developing  and  were  meaningless. 
Now,  however,  we  can  attach  some  meaning  to  the  figures 
developing  out  of  this  program.  A summary,  as  I will  show 
you,  will  be  presented  to  you  periodically.  Three  exhibits  are 
prepared  quarterly  by  computer.  They  are: 

1.  an  experience  exhibit; 

2.  an  individual  claim  listing;  and, 

3.  a listing  by  incident. 

Mr.  Blake  Hyfield  reviewed  the  various  forthcoming  reports 
and  the  current  Incurred  Losses  picture  as  follows; 

PROGRAM  LOSSES  100  300  LEVEL 


Policy  Period 


4-1-71  to  6-30-72 
7-1-72  to  6-30-73 
7-1-73  to  6-30-74 


Incurred  Losses 
As  of  12-31-74 


$ 703,485 

856,646 

401,778 

$1,961,903 


Incurred  Losses 
As  of  3-3 1 -75 


$ 830,956 
1,053,029 
612,615 

S2.496.600 


$1,961,903  $2,496,600 


Mr.  Hyfield  explained  that  "Incurred  Losses”  included 
amounts  reserved  for  possible  future  payouts  plus  actual 
payouts  that  have  occurred  to  date. 

COLLEGE  OF  MEDICINE 

Merlin  K.  DuVal,  M.D.  reported  on  the  current  status  of  the 
malpractice  coverage  problem  at  the  College  of  Medicine. 


ASSOCIATE  DEAN  FOR  CONTINUING  EDUCATION 
AND  OUTREACH 

Dr.  Scott  introduced  George  Comerci,  M.D.  who  has 
just  accepted  the  subject  position  at  the  College  of 
Medicine.  Dr.  Comerci  related  his  background  and  plans 
for  the  new  programs. 

ArMPAC  REPORT 

W.  Scott  Chisholm,  M.D.  reported  for  Dr.  Langston 
that  the  Board  was  cordially  invited  to  the  ArMPAC 
banquet.  He  also  urged  all  Board  members  to  become 
sustaining  members  of  ArMPAC. 

BOARD  OF  DIRECTORS 

BOMEX  LEASE 

IT  WAS  MOVED  AND  CARRIED  TO  APPROVE 
THE  ANNUAL  LEASE  WITH  THE  BOARD  OE 
MEDICAL  EXAMINERS  FOR  THE  PERIOD  7/1/75  - 
6/30  76  AT  $7,200.00  PER  YEAR  ($6.00  PER  SQUARE 
FOOT). 

CREDIT  LINE 

IT  WAS  MOVED  AND  CARRIED  TO  AUTHORIZE 
THE  ESTABLISHMENT  OF  A LINE  OF  CREDIT 
WITH  THE  VALLEY  NATIONAL  BANK  IN  THE 
AMOUNT  OF  $150,000.00. 

LATE  RESOLUTIONS 

The  Board  reviewed  resolutions  5-75  thru  24-75  and 
discussed  various  aspects  of  the  various  resolutions. 

IT  WAS  MOVED  AND  CARRIED  TO  HOLD  A 
SPECIAL  BOARD  OF  DIRECTORS  MEETING  FOR 
THE  PURPOSE  OF  DISCUSSING  RESOLUTIONS  22- 
75,  23-75,  and  24-75,  ALL  DEALING  WITH 

PROFESSIONAL  LIABILITY  INSURANCE 
PROBLEMS.  TIME  8 P.M.  4/22/75.  BALLROOM  NO. 
3.  MEETING  TO  BE  OPEN  TO  MEMBERS  OF  THE 
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HOUSE  OF  DELEGATES. 

The  following  were  appointed  as  a special  committee 
to  prepare  for  the  Board  meeting: 

Walter  R.  Either,  M.D. 

Richard  O.  Flynn,  M.D. 

James  L.  Parsons,  M.D. 

William  G.  Payne,  M.D. 

O.  Melvin  Philips,  M.D. 

Robert  A.  Price,  M.D.,  Chairman 
Edward  Sattenspiel,  M.D. 

William  C.  Scott,  M.D. 

Considerable  discussion  ensued  in  regards  to  Public 
Law  93-641  and  the  AMA's  work  in  this  area. 

IT  WAS  MOVED  AND  CARRIED  TO  WITHDRAW 
OUR  REQUEST  FOR  A LEGAL  OPINION  AS  TO 
THE  CONSTITUTIONALITY  OF  P.L.  93-641. 

WITHDRAWAL  OF  CANDIATES 

Mr.  Robinson  reported  that  Ashton  B.  Taylor,  M.D., 
Carl  Nan,  M.D.,  and  Albert  G.  Wagner,  M.D.  had 
withdrawn  their  names  as  candidates  for  various  seats 
on  the  Board  of  Directors. 

EXECUTIVE  COMMITTEE 

CLASSIFICATION  CHANGES  APPROVED 

(1)  Cochise  County  Medical  Society 

(a)  Beth  T.  Pinkston,  M.D.,  Active  to  Associate  - 
Account  Retired-Dues  Exempt  - Effective  1 1/75 

(2)  Maricopa  County  Medical  Society 

(a)  James  L.  Schamadan,  M.D.  - Ative  to  Affiliate  — 
Account  Out  of  Country-Dues  Exempt  - Effective 
1/1/75 

(3)  Pima  County  Medical  Society 

(a)  George  W.  Nash,  M.D.  - Active  to  Service  - 

Account  Military  Duty  - Effective  1 1 75 

(b)  Anthony  F.  Vuturo,  M.D.  - Active  to  Affiliate  - 

Account  Out  of  County-Dues  Exempt  Effective 

1/1/75 

(c)  William  B.  Steen,  M.D.  - Active  to  Active  Over  70  - 
Account  Age-Dues  Exempt  - Effective  4/8/75 

(d)  Harold  Kosanke,  M.D.  - Active  to  Associate  - 

Account  Retirement  - Dues  Exempt  - Effective 

4 8/75 

(e)  William  Perrin,  M.D.,  Active  to  Associate  - Account 
Retirement  - Dues  Exempt  - Effective  4/8/75 

(4)  Yavapai  County  Medical  Society 

(a)  Harry  W.  South  worth,  M.D.  - Active  to  Associate  - 
Account  Retirement  - Dues  Exempt  - Effective 

1/1/75 

REQUEST  FOR  EXEMPTION 

Ward  D.  Coffman,  M.D.'s  letter  of  4/9/75  requesting 
exemption  from  1975  dues  and  assessments  due  to 
financial  hardship  was  reviewed.  It  was  noted  that  Dr. 
Coffman  has  recently  moved  from  Pinal  County  to 
Maricopa  County  complicating  his  membership  status. 

IT  WAS  MOVED  AND  CARRIED  TO  RECOMMEND 
THAT  DR  COFFMAN  SEEK  MEMBERSHIP  IN  THE 
MARICOPA  COUNTY  MEDICAL  SOCIETY  AND 
FOLLOW  STANDARD  PROCEDURE  IN  REQUEST- 
ING EXEMPTION. 

FINANCE  COMMITTEE 

FINANCIAL  STATEMENT  FOR  PERIOD  ENDING 
3/31/75 


Dr.  Dexter  reviewed  the  subject  report  for  the  Board 
RECEIVED 

SALARIES 

Dr.  Dexter  reported  that  it  is  presently  feasible  to 
implement  the  Board’s  directive  ol  II  24  74  regarding  tin 
salaries  of  the  Executive  Director  and  Associate  Executive 
Director. 

IT  WAS  MOVED  AND  CARRIED  TO  IMPLEMENT 
THE  BOARD’S  PREVIOUS  ACTION  IN  THIS 
MATTER. 

GOVERNMENTAL  SERVICES  COMMITTEE 

MAIL  VOTE  ON  HEALTH  SERVICES  AREAS 

It  was  reported  that  the  mail  vote  on  the  number  of 
Health  Services  Areas  resulted  in  a recommendation  to 
the  Governor  that  there  be  two  such  areas.  Concern  was 
also  related  to  the  Governor  of  the  constitutionality, 
fiscal  responsibility,  assurance  of  quality  medical  practice 
and  retention  of  local  and  state  control  of  Public  Law 
93-641  - RECEIVED. 

HEALTH  SERVICE  AREA  DESIGNATIONS 

Mr.  Robinson  reported  that  the  Governor  had 
announced  his  choice  of  four  (4)  health  service  areas. 

HEALTH  MANPOWER  COMMITTEE 

The  following  recommendtions  from  the  Section  on  Rural 
and  Migrant  Health  of  the  subject  committee  were  reviewed. 
"1.  THAT  THE  ARIZONA  MEDICAL  ASSOCIATION 
CONSIDER  SPONSORSHIP  OR  CO-SPONSORSHIP 
OF  A REALISTIC  AND  THOROUGH  ASSESSMENT 
OF  THE  ACTUAL  HEALTH  MANPOWER  NEEDS 
OF  THE  STATE  OF  ARIZONA,  COUNTY  BY 
COUNTY  (TAKING  INTO  ACCOUNT  THOSE 
AREAS  WHERE  HEALTH  SERVICE  AREAS  CROSS 
COUNTY  LINES,  AND  CONSIDERING  NEEDS  FOR 
PHYSICIANS.  PARA  PROFESSIONALS,  ETC.),  THIS 
SURVEY  TO  BE  CONDUCTED  BY  AN  EXPERI- 
ENCED PHYSICIAN  WITH  A BROAD  MEDICAL 
BACKGROUND  IN  PRIVATE  AND  PUBLIC  OR 
COMMUNITY  HEALTH. 

2.  THAT  THE  ARIZONA  MEDICAL  ASSOCIATION 
SPONSOR  A PROGRAM  WHEREBY  U OF  A COL- 
LEGE OF  MEDICINE  STUDENTS  AND  OR  WIVES 
AND  FAMILIES  WOULD  BE  ENCOURAGED  DUR- 
ING THEIR  FRESHMAN  YEAR  TO  BE  THE 
GUESTS  FOR  TWO  OR  THREE  DAYS  IN  THE 
HOMES  OF  PRIVATE  PHYSICIANS  IN  OUTLYING 
ARIZONA  COMMUNITIES.  IT  WOULD  BE  THE 
HOST  PHYSICIAN'S  RESPONSIBILITY  TO  INTRO- 
DUCE THE  STUDENT  TO  COLLEAGUES,  COM- 
MUNITY LEADERS.  AND  ACQUAINT  HIM  WITH 
THE  MEDICAL  FACILITIES  AND  OPPORTUNI- 
TIES AVAILABLE.  AND  HOPEFULLY  AID  IN 
ARRANGEMENTS  FOR  THE  STUDENT  TO 
ADDRESS  THE  LOCAL  SENIOR  HIGH  SCHOOL 
CLASS  IN  MEDICAL  CAREER  OPPORTUNITIES 
DURING  THIS  VISIT. 

IT  IS  FURTHER  RECOMMENDED  THAT  THE 
COLLEGE  OF  MEDICINE  CURRICULUM  COM- 
MITTEE BE  ENCOURGED  TO  CONSIDER  THIS 
PROPOSAL  WITH  A VIEW  TOWARD  PROVIDING 
ADEQUATE  CURRICULUM  TIME  FOR  SUCH  AN 
EXPERIENCE. 
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IN  ADDITION.  IT  IS  RECOMMENDED  THAT 
CONSIDERATION  BE  GIVEN  TO  ENCOURAGE- 
MENT OE  HOSTING  MEMBERS  OF  THE  MEDICAL 
SCHOOL  FACULTY  IN  A SIMILAR  FASHION. 

3.  THAT  THE  ARIZONA  MEDICAL  ASSOCIATION 
ENCOURAGE  THE  ARIZONA  COLLEGE  OF  MEDI- 
CINE TO  INCLUDE  IN  ITS  CURRICULUM  A 
MANDATORY  SIX  WEEK  CLERKSHIP  IN  FAMILY 
PRACTICE  AND  COMMUNITY  MEDICINE.  WITH 
AN  ADDITIONAL  PAID  SIX  TO  TWELVE  WEEKS 
WITH  A PRECEPTOR  TO  BE  A PHASE  III  ELECT- 
IVE BY  MUTUAL  CONSENT  OF  THE  TWO 
PARTIES  INVOLVED  FOLLOWING  THE  RE- 
QUIRED PERIOD.  STIPENDS  WOULD  BE  JOINTLY 
SUPPLIED  BY  GRANT  FUNDS  OR  THE  LEGISLA- 
TURE. ENCOURAGING  THE  PHYSICIAN  WITH 
WHOM  THE  STUDENT  WOULD  WORK  TO 
SUPPLY  ROOM  AND  BOARD. 

WHERE  APPROPRIATE.  THESE  PROGRAMS 
SHOULD  BE  COORDINATED  WITH  THE  ARIZONA 
HEALTH  SERVICE  CORPS  AT  SUCH  TIME  AS  IT 
MIGHT  BECOME  A REALIT." 

Dr.  Scott  reviewed  the  following  comments  as  presented  by 
Neal  A.  Vanselow,  M.D.,  Dean,  College  ot  Medicine,  1'  of  A: 
"I.  I have  no  objection  to  a “thorough  assessment  of  the 
actual  health  manpower  needs  of  the  State  of  Arizona’’ 
but  question  whether  the  best  way  to  do  this  would  be 
by  hiring  “an  experienced  physician  with  a broad  medical 
background  in  private  and  public  or  community  health. " 
I would  think  such  a survey  could  best  be  conducted  by  a 
committee  composed  of  individuals  with  varying  back- 
grounds. The  committee  should  have  access  to  appropri- 
ate staff.  Obviously  this  will  take  money; 

2.  I have  no  strong  objection  to  a program  which  would 
permit  U of  A College  of  Medicine  students  to  spend  time 
with  private  physicians  in  outlying  Arizona  communities 
during  their  freshman  year.  On  the  other  hand,  the 
educational  value  of  such  an  experience  could  be 
questioned.  Phase  I of  our  curriculum  is  an  extremely 
busy  period  for  most  students  and  many  would  find 
themselves  pressed  if  they  were  required  to  participate. 
Perhaps  an  alternative  would  be  to  permit  students  to 
elect  such  an  experience  on  a weekend.  Before  I could 
endorse  it.  however,  I would  want  to  see  the  format  and 
objectives  spelled  out  in  much  more  detail  than  theSection 
on  Rural  and  Migrant  Health  has  included: 

' I have  no  objection  to  the  proposal  that  faculty  members 
of  the  College  of  Medicine  be  encouraged  to  spend  time  as 
guests  of  a rural  physician,  as  long  as  the  faculty  member 
and  the  rural  physician  have  a choice  in  this  matter 
and  the  program  is  conducted  on  an  elective  basis; 

4.  As  you  know,  our  Curriculum  Committee  is  now  con- 
sidering a mandatory  six  (6)  week  clerkship  in  family 
practice  during  Phase  II  of  the  curriculum.  It  is  my  under- 
standing  that  such  a proposal  will  be  presented  to  the 
faculty  at  the  special  faculty  meeting  in  May.  Since 
such  a proposal  is  already  under  serious  consideration, 

I think  it  would  be  wise  for  ArMA  to  make  no  recom- 
mendation in  this  area  at  least  at  present.  If  a recom- 
mendation were  made,  some  members  of  the  faculty 
might  consider  that  undue  pressure  was  being  placed 
upon  them; 

5.  Although  I have  no  objection  to  a six  (6)  to  twelve  (12) 
week  elective  preceptorship  in  a rural  area  during  the 
third  year  of  the  curriculum,  I am  totally  opposed  to  the 
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idea  of  paying  stipends  to  students  for  this  experience. 
At  the  present  time,  the  College  of  Medicine  regulations 
permit  students  on  elective  rotations  during  Phase  III 
to  receive  only  travel  expenses  plus  room  and  board.  In 
lieu  of  room  and  board,  up  to  $300.00  per  month  can  be 
paid  to  student.  If  a student  were  indeed  paid  a stipend 
as  well  as  room  and  board,  our  present  rules  would  be 
violated.  In  addition,  students  might  elect  the  experi- 
ence purely  on  the  basis  of  the  stipend,  giving  no  con- 
sideration to  its  educational  value. 

IT  WAS  MOVED  AND  CARRIED  TO  REFER  THIS 
MATTER  TO  THE  HEALTH  MANPOWER 
COMMITTEE  ALONG  WITH  DR.  VANSELOW'S 
LETTER  FOR  RECONSIDERATION  AND 
RESUBMITTAL  TO  THE  BOARD  OE  DIRECTORS. 

MATERNAL  AND  CHILD  HEALTH  CARE  COMMITTEE 

CRIPPLED  CHILDRENS  SERVICES 

The  Board  received  for  information  Drs.  Burkhardt  and 
Schnur’s  letter  of  4/4/75  announcing  the  preliminary 
judgment  rendered  in  the  doctors  favor  against  the  Crippled 
Childrens  Services  by  Walter  T.  McGovern,  United  States 
District  Judge,  on  2 27  75.  It  was  indicated  that  the  judgment 
became  final  on  April  1.  1975.  RECEIVED 

MANDATORY  MATERNITY  CARE  INSURANCE 
IT  WAS  MOVED  AND  CARRIED  TO  ASK  THE 
LEGISLATIVE  COMMITTEE  TO  ATTEMPT  TO 
INTRODUCE  AND  GET  ENACTED  LEGISLATION 
MANDATING  COMPLETE  MATERNITY  CARE  ALONG 
THE  LINES  RECOMMENDED  BY  THE  AMERICAN 
COLLEGE  OE  OBSTETRICIANS  AND  GYNECOL- 
OGISTS. 

MEDICAL  ECONOMICS  COMMITTEE 

AR  THUR  R.  NELSON,  M.D.  LETTER  4/4  75 

Dr.  Nelson’s  letter  regarding  a public  information  program 
on  professional  liability  problems  was  referred  to  the  newly 
created  crisis  committee  (Resolution  24-75). 

MED-SCI-LAW  INTERNATIONAL  CONSULTANTS 
The  subject  proposal  on  a Malpractice  Prevention  Program 
was  referred  to  the  Medical  Economics  Committee  for  study 
and  recommendation. 

A.M.A.  DELEGATES  REPORT 

Drs.  Shapiro  and  Flynn  reported  on  current  activities  and 
plans  for  the  June  meeting  of  the  AMA. 

OTHER  BUSINESS 

LEGISLATIVE  ACTIVITIES 
Mr.  Barnett  reported  on  the  current  status  of  a variety  of 
statutes  before  the  legislature  indicating  that  many  problems 
have  arisen  over  the  Medicaid  program,  professional  liability 
bills  and  other. 

WOMAN  S AUXILIARY 

Mrs.  Kimball’s  report  on  planned  activities  of  the  Auxiliary 
was  reviewed  and  received  for  information. 

BOMEX  APPOINTMENTS 

It  was  pointed  out  that  should  the  new  BOMEX  legislation 
become  law,  we  will  have  an  opportunity  to  recommend 
additional  names  to  the  governor.  Either  two  from  Maricopa 
and  one  from  Pima  or  two  from  Pima  and  one  from  Maricopa. 

- RECEIVED. 

Meeting  adjourned  12:46  p.m. 

William  E.  Crisp,  M.D. 

Secretary 


EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  in  the  Sonora  Room,  Braniff 
Place  Hotel,  180  W.  Broadway,  Tucson,  AZon  Tuesday,  April 
22,  1975,  a quorum  being  present,  convened  at  7:26  a.m., 
William  G.  Payne,  M.D.,  Chairman  and  President,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  March  22,  1975,  were 
approved  as  distributed. 

DEPARTMENT  OF  HEALTH  SERVICES 

Suzanne  E.  Dandoy,  M.D.,  Acting  Director,  Department  of 
Health  Services,  reviewed  the  “Physician's  Guide  to  the 
Department  of  the  Services  1975“  which  was  developed  to 
better  acquaint  physicians  with  the  workings  of  the 
department. 

She  also  reported  that  search  committee  will  be  formed  in  3 
or  -1  weeks  to  make  recommendations  to  the  governor  for 
possible  appointment  of  a permanent  director. 

Also  reported  was  the  current  status  on  the  following 
programs: 

Para-medic  training  program 

Heimlich  manuever  program 

Air  pollution  and  other  environmental  programs 

Crippled  Childrens  Services  Program 

Medicaid 

TRAVELERS  PROGRAM 

The  letter  dated  3/24/75  from  the  Travelers  Insurance 
Companies  dealing  with  limitations  on  osteopathic  coverage 
was  reviewed.  Mr.  Robinson  was  directed  to  see  if  he  could  get 
the  Travelers  to  alter  their  position  on  this  matter. 

H.R.  1305 

The  Arizona  Neurosurgical  Societies  request  of  4/2/75  to 
circulate  the  subject  bill  to  all  ArMA  members  was  reviewed. 

It  was  determined  to  seek  the  AMA’s  position  on  this  matter 
and  then  bring  it  back  to  the  Committee. 

PHOENIX  JAYCEE  REQUEST 

Mr.  Robinson  reported  that  the  Phoenix  Jaycees  requested 
our  participation  in  a crime  control  program  in  Phoenix  by 
having  the  numerals  “810”  painted  in  large  letters  on  the  roof 
of  the  building.  The  purpose  is  to  help  guide  air  and 
government  police  to  specific  locations.  Cost:  $25.00 
APPROVED 

HYPERLIPIDEMIA/ ATHEROSCLEROSIS  STUDY 

The  letter  of  3/7  75  and  4/3/75  from  Gordon  A.  Ewy,  M.D. 
and  D.  Scott  Clark,  M.D.  requesting  concurrence  in  the  subject 
study  was  reviewed. 

It  was  moved  and  carried  to  refer  this  request  to  the  county 
medical  societies  asking  for  their  individual  actions  to  be 
forwarded  to  Drs.  Ewy  and  Clark. 

BOARD  OF  DIRECTORS  AGENDA 

The  Committee  reviewed  the  agenda  for  the  9:00  a.m., 
4 22/75  meeting  of  the  Board  of  Directors  and  made  several 
recommendations. 

Meeting  adjourned  8:31  a.m. 

William  E.  Crisp,  M.D. 

Secretary 


BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  the  Arizona  Med- 
ical Association,  Inc.,  held  in  the  Sinaloa  Room,  Braniff  Place 
Hotel,  180  W.  Broadway,  Tucson,  Arizona,  on  Saturday,  April 
26,  1975,  a quorum  being  present,  convened  at  2:04  p.m. 
William  C.  Scott,  M.D.,  President  and  Chairman,  presiding: 

COMMITTEE  CONFIRMATIONS 

IT  WAS  MOVED  AND  CARRIED  TO  CONFIRM  THE 
FOLLOWING  APPOINTMENTS: 

ArMPAC  BOARD  OF  DIRECTORS  - TERM  1975-76 

•Dan  V.  Langston,  M.D.,  Chairman 
•Ruben  Acosta,  M.D. 

•James  A.  Austin,  M.D. 

•Casey  Blitt.  M.D. 

•Walter  Brazie,  M.D. 

*G.  L.  Busenkill,  M.D. 

William  E.  Crisp,  M.D.,  Secretary 
•Arthur  V.  Dudley,  M.D. 

•Walter  R.  Eicher,  M.D. 

•Michael  R.  Geyser,  M.D. 

•Timothy  Harrington,  M.D. 

•Mrs.  Charles  E.  Henderson 
•Stuart  Holtzman,  M.D. 

Mrs.  Clare  W'.  Johnson 
•John  F.  kahle,  M.D. 

•William  S.  Nevin,  M.D. 

•Edward  Sattenspiel,  M.D.,  President-Elect 
•William  C.  Scott,  M.D. 

•Mrs.  Thomas  A.  Taber 
•Selma  E.  Targovnik,  M.D. 

•Raymond  Vaaler,  M.D. 

•John  W.  Vosskuhler,  M.D. 

AD  HOC  COMMITTEE  ON  DATA  COLLECTION  AND 

ANALYSIS 

TERM  1975-76 

•George  B.  Rowland.  M.D.,  Chairman 
•Frederic  W.  Baum,  M.D. 

•Mr.  John  Boyd 
•William  k.  Carlile,  M.D. 

•William  E.  Crisp,  M.D.,  Secretary 
•William  J.  Dorson,  Ph.D. 

•Glenn  M.  Friedman,  M.D. 

•James  Hudson,  M.D. 

•Alan  Humphrey,  Ph.D. 

•James  M.  Hurley,  M.D. 

•Belton  P.  Meyer,  M.D. 

•Hermann  S.  Rhu,  Jr.,  M.D. 

•Edward  Sattenspiel,  M.D..  President-Elect 
•William  C.  Scott,  M.D.  President 
•Ted  J.  Stuart,  Jr.,  M.D. 

AD  HOC  PROFESSIONAL  LIABILITY  REVIEW 

COMMITTEE 

.TERM  1975-76 

•■Donald  E.  Howland,  M.D.,  Chairman 
•Jack  A.  Cannon,  M.D. 

•Allan  I.  Cohen,  M.D. 

•H.  Allan  Collier,  M.D. 

•William  E.  Crisp,  M.D.,  Secretary 
•Arnold  H.  Dysterheft,  M.D. 

•Morton  Fuchs,  M.D. 
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•Robert  E.  Hastings,  Jr.,  M.D. 

•Thomas  W.  Jensen,  M.D. 

•Robert  A.  Johnson,  M.D. 

•Fred  H.  Landeen.  M.D. 

•Donald  E.  Lee,  M.D. 

•Walter  H.  Magen,  M.D. 

•Darwin  VV.  Neubauer,  M.D. 

•William  G.  Payne,  M.D. 

•Peter  F.  Salomon,  M.D. 

•Edward  Sattenspiel,  M.D.,  President  Elect 
•William  C.  Scott,  M.D..  President 
•J.  Marvin  Stauffer,  M.D. 

•Richard  J.  Toll,  M.D. 

•Roger  E.  Wilcox,  M.D. 

•John  A.  Wilson,  M.D. 

*R.  J.  M.  Zeluff,  M.D. 

•Sidney  H.  Zuber,  M.D. 

ARTICLES  OF  INCORPORATION  AND  BYLAWS 
COMMITTEE 
TERM  1975-76 

•Charles  E.  Henderson,  M.D.,  Chairman 
•William  E.  Crisp,  M.D.,  Secretary 
•Philip  E.  Dew,  M.D. 

•Arnold  H.  Dysterheft,  M.D. 

•Paul  B.  Jarrett,  M.D. 

•Edward  Sattenspiel,  M.D.  President  Elect 
•William  C.  Scott,  M.D.  President 
•Clarence  E.  Yount,  Jr.,  M.D. 


GOVERNMENTAL  SERVICES  COMMITTEE 

Term 


Arthur  D.  Nelson,  M.D. 


Chairman 

1975-76/1974-77 

John  A.  Ash,  M.D. 

1973-76 

Otto  L.  Bendheim,  M.D. 

1973-76 

William  E.  Crisp,  M.D.  Secretary 

1975-76 

Suzanne  E.  Dandoy,  M.D. 

1975-76 

Donn  G.  Duncan.  M.D. 

1975-78 

Walter  R.  Eicher,  M.D. 

1975-78 

Lloyd  S.  Epstein,  M.D. 

1973-76 

John  W.  Heaton,  M.D. 

1973-76 

Charles  Kalil,  M.D. 

1975-78 

Frank  V.  Keary,  M.D. 

1974-77 

Louis  C.  Kossuth,  M.D. 

1974-77 

Joseph  J.  Likos.  M.D. 

1974-77 

Joseph  L.  Marcarelli.  M.D. 

1975-78 

Dermont  W'.  Melick,  M.D. 

1973-76 

O.  Melvin  Phillips,  M.D. 

1973-76 

Wallace  A.  Reed,  M.D. 

1973-76 

Helen  M.  Roberts,  M.D. 

1974-78 

Edward  Sattenspiel,  M.D., 

Presient-Elect 

1975-76 

Marvin  C.  Schneider,  M.D. 

1974-77 

William  C.  Scott,  M.D.,  President 

1975-76 

GRIEVANCE  COMMITTEE 


Term 


BENEVOLENT  AND  LOAN  FUND  COMMITTEE 

Term 


•Arthur  V.  Dudley,  Jr.,  M.D., 

Chairman  1975-76/1973-76 

•George  Adams,  M.D.  1975-76 

•William  E.  Crisp,  M.D.  - Secretary  1975-76 

Richard  L.  Dexter,  M.D.,  Treasurer- 
Specified  1975-76 

R.  Lee  Foster,  M.D.  1974-77 

•Edward  J.  Lefeber,  Jr„  M.D.  1975-78 

•Edward  Sattenspiel,  M.D., 

President-Elect  1975-76 

•William  C.  Scott,  M.D.,  President  1975-76 

Cecil  C.  Vaughn,  M.D.  1973-76 

Karl  E.  Voldeng,  M.D.  1973-76 

FINANCE  COMMITTEE 


Term 

Richard  L.  Dexter,  M.D.,  Treasurer 


Specified,  Chairman  1975-76 

William  E.  Crisp,  M.D.  Secretary  1975-76 

William  J.  Dunn,  M.D.  1973-76 

•Herbert  C.  Erhart,  Jr.,  M.D.  1975-78 

James  L.  Grobe,  M.D.  1974-77 

Charles  C.  Hedges,  Jr.,  M.D.  1973-76 

Gerald  Marshall,  M.D.  1973-76 

Robert  P.  Purpura,  M.D.  1973-76 

Edward  Sattenspiel,  M.D., 

President-Elect  1975-76 

William  C.  Scott,  M.D.,  President  1975-76 

Otto  S.  Shill,  Jr.,  M.D.  1974-77 

Seymour  I.  Shapiro,  M.D.  1974-77 

•George  Wallace,  M.D.  1975-78 


William  G.  Payne,  M.D.,  Past  Pres.- 


Specified  Chairman  1975-76 

Richard  W.  Abbuhl,  M.D.  1973-76 

•Walter  Brazie,  M.D.  1975-78 

William  E.  Crisp,  M.D.,  Secretary  1975-76 

•Philip  E.  Dew,  M.D.  1975-78 

•Richard  E.  H.  Duisberg,  M.D.  1975-78 

David  E.  Glow,  M.D.  1974-77 

•John  B.  Jamison,  M.D.  1975-78 

R.  T.  McDonald,  M.D.  1973-76 

William  W.  McKinley,  M.D.  1973-76 

Albert  J.  Ochsner,  M.D.  1974-77 

•Robert  P.  Purpura,  M.D.  1975-78 

Edward  Sattenspiel,  M.D., 

President  Elect  1975-76 

William  C.  Scott,  M.D.,  President  1975-76 


HEALTH  MANPOWER  COMMITTEE 

Term 

•Louis  C.  Kossuth,  M.D., 

Chairman  1975-76/1974-77 

Herbert  K.  Abrams,  M.D.  1974-76 

Casey  D.  Blitt,  M.D.  1974-76 

William  E.  Crisp,  Jr..  M.D.  1975-76 

Bruce  N.  Curtis,  M.D.  1974-77 

•Alexander  Kelter,  M.D.  1975-78 

•Edward  J.  Lefeber,  Jr.,  M.D.  1975-78 

•Roger  A.  Lueck,  M.D.  1975-78 

Dermont  W.  Melick,  M.D.  1974-77 

•John  B.  Miller,  M.D.  1975-78 

•Andrew  W.  Nichols,  M.D.  1974-77 

•Robert  St.  John,  M.D.  1975-78 

Edward  Sattenspiel,  M.D.  1975-76 
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William  C.  Scott,  M.D. 

1975-76 

William  J.  R.  Daily,  M.D. 
•Jack  H.  Demlow,  M.D. 

1974- 77 

1975- 78 

Manus  R.  Spanier,  M.D. 

1974-77 

•Glenn  M.  Friedman,  M.D. 

1975-78 

*H.  Stephens  Thomas,  M.D. 

1975-78 

Harlan  R.  Giles,  M.D. 

1974-76 

Jesse  W.  Tapp,  Jr.,  M.D. 

1974-76 

•Walter  Lippard.  M.D. 

1975-78 

Hugh  C.  Thompson,  M.D. 

1974-76 

Belton  P.  Meyer,  M.D. 

1974-76 

HISTORY  AND  OBITUARIES  COMMITTEE 

William  J.  Moore,  M.D. 

1974-76 

Term 

•William  G.  Payne,  M.D. 

1975-78 

John  W.  Kennedy,  M.D.,  Chairman 

•Herman  S.  Rhu,  Jr.,  M.D. 

1975-78 

Editor-in-Chief  - Specified 

1975-76 

Edward  Sattenspiel,  M.D. 

Francis  J.  Bean,  M.D. 

1973-76 

President  Elect 

1975-76 

Walter  Brazie,  M.D. 

1973-76 

William  C.  Scott,  M.D.,  President 

1975-76 

William  E.  Crisp,  Jr.,  M.D.,  Secretary 

1975-76 

Paul  A.  Whitmore,  D.O. 

1974-77 

C.  Bland  Giddings,  M.D. 

1973-76 

MEDICAL  ECONOMICS  COMMITTEE 

•John  R.  Green,  M.D. 

1975-76 

Term 

•Abe  I.  Podolsky,  M.D. 

1975-78 

•Robert  P.  Purpura,  M.D., 

Edward  Sattenspiel,  M.D., 

Chairman  1975-76 

1975-78 

President  Elect 

1975-76 

•Richard  S.  Armstrong,  M.D. 

1975-78 

William  C.  Scott,  M.D.,  President 

1975-76 

Albert  C.  Asendorf,  M.D. 

1973-76 

Jay  L.  Sitterley,  M.D. 

1973-76 

Chester  G.  Bennett,  M.D. 

1974-77 

LEGISLATIVE  COMMITTEE 

Avi  Ben-Ora,  M.D. 

1974-77 

Term 

Charles  M.  Bergschneider,  M.D. 

1973-76 

•Edward  Sattenspiel,  M.D., 

Chairman,  President  Elect  1975-76. 

Arthur  M.  Brandt,  M.D. 

1974-77 

1975-78 

Sam  C.  Colachis,  Jr.,  M.D. 

1974-77 

•Richard  W.  Abbuhl,  M.D. 

1975-78 

William  E.  Crisp,  Jr.,  M.D.,  Secretary 

1975-76 

James  E.  Campbell,  M.D. 
•John  S.  Carlson,  M.D. 

1974- 77 

1975- 78 

Charles  F.  Dalton,  M.D. 
George  L Hoffman,  M.D. 

1973- 76 

1974- 77 

W.  Scott  Chisholm,  Jr.,  M.D. 

1973-76 

•Frederick  W.  Jensen,  Jr.,  M.D. 

1975-78 

Sam  C.  Colachis,  M.D. 

1973-76 

•John  Kahle,  M.D. 

1975-78 

•Richard  L.  Collins,  M.D. 

1975-78 

Howard  N.  Kandell,  M.D. 

1974-77 

William  E.  Crisp,  M.D.,  Secretary 

1973-76 

Patrick  P.  Moraca,  M.D. 

1974-77 

Donald  M.  Gleason,  M.D. 

1973-76 

Edward  Sattenspiel.  M.D., 

•Donald  F.  Griess,  M.D. 

1975-78 

President  Elect 

1975-76 

Louis  Hirsch,  M.D. 

1973-76 

Paul  L.  Schnur,  M.D. 

1973-76 

Robert  D.  Hodgell,  M.D. 

1974-77 

William  C.  Scott,  M.D. 

1975-76 

John  P.  Holbrook,  M.D. 
•Gerald  Marshall,  M.D. 

1974-77 

George  Serbin,  M.D. 

1974-77 

1975-78 

Richard  W.  Switzer,  M.D. 

1973-76 

•Richard  McGill,  D.O. 

1975-78 

Burton  E.  Weissman,  M.D. 

1974-77 

Gerald  F.  McNally,  M.D. 

1974-77 

•Reginald  J.  Zeluff,  M.D. 

1975-78 

Donald  R.  Miles,  M.D. 

1974-77 

MEDICAL  EDUCATION  COMMITTEE 

R.  Michael  O'Harra,  M.D. 

1973-76 

Term 

Robert  J.  Oliver,  M.D. 

1973-76 

•Robert  E.  T.  Stark,  M.D., 

•Ratibor  Pantovich,  D.O. 

1975-78 

Chairman  1975-76 

1975-78 

O.  Melvin  Phillips,  M.D. 

1974-77 

•James  E.  Brady,  Jr..  M.D. 

1975-78 

Wilfred  M.  Potter,  M.D. 

1974-77 

Daniel  B.  Carroll,  M.D. 

1973-76 

Paul  L.  Schnur,  M.D. 

1973-76 

Melvin  L.  Cohen,  M.D. 

1973-76 

Paul  L.  Schnur,  M.D. 

1973-76 

•George  D.  Comerci,  M.D. 

1975-78 

William  C.  Scott,  M.D.,  President 

1974-77 

William  E.  Crisp,  M.D.,  Secretary 

1975-76 

•Berton  Siegel,  D.O. 

1975-78 

David  J.  Crosby,  M.D. 

1973-76 

•John  Vosskuhler,  M.D. 

1975-78 

Kenneth  A.  Dregseth,  M.D. 

1973-76 

Dennis  Weiland,  M.D. 

1974-77 

•Francis  T.  Flood,  M.D. 

1975-78 

MATERNAL  AND  CHILD  HEALTH 

CARE 

Harry  W.  Hale,  Jr„  M.D. 
Robert  E.  Hastings,  Jr.,  M.D 

1973-76 

1973-76 

COMMITTEE 

*M.  Wayne  Heine,  M.D. 

1975-78 

Term 

•Raymond  J.  Jennett,  M.D. 

1975-78 

•Raymond  J.  Jennett,  M.D., 

Howard  N.  Kandell,  M.D. 

1973-76 

Chairman  1975-76 

1974-77 

Jack  M.  Layton,  M.D. 

1974-77 

•Frederic  W.  Baum,  M.D. 

1975-78 

•Laurence  R.  Mansur,  M.D. 

1975-78 

Walter  B.  Cherny,  M.D. 

1974-77 

Dermont  W.  Melick,  M.D. 

1973-76 

•Warren  A.  Colton,  Jr.,  M.D. 

1975-78 

Edward  Sattenspiel,  M.D., 

William  E.  Crisp,  Jr.,  M.D.,  Secretary 

1975-76 

President  Elect 

1975-76 
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William  C.  Scoti,  M.D.,  President 

1975-76 

William  F.  Sheely,  M.D. 

1974-77 

John  J.  Standifer,  M.D. 

1973-76 

Lawrence  Z.  Stern,  M.D. 

1975-78 

Jesse  W.  Tapp,  Jr.,  M.D. 

1973-76 

Ashton  B.  Taylor,  M.D. 

1975-78 

Albert  G.  W'agner,  M.D. 

1975-78 

Edward  Sattenspiel,  M.D.. 

President  Elect 

1975-76 

Donald  F.  Schaller,  M.D. 

1973-76 

William  C.  Scott,  M.D.,  President 

1975-76 

George  A.  Spendlove,  M.D. 

1974-77 

Neil  O.  Ward,  M.D. 

1975-78 

OCCUPATIONAL  HEALTH  COMMITTEE 

Term 


PUBLIC  RELATIONS  COMMITTEE 

Term 


•Joseph  M.  Hughes,  M.D., 


Chairman 

1975-76 

1974-77 

•Floyd  K.  Berk,  M.D. 

1975-78 

•Richard  Besserman,  M.D. 

1975-78 

•Earl  M.  Best,  Jr.,  M.D. 

1975-78 

William  E.  Crisp,  Jr.,  M.D.  Secretary 

1975-76 

•Sheldon  Davidson,  M.D. 

1975-78 

Walter  V.  Edwards,  M.D. 

1973-76 

Robert  V.  Horan,  M.D. 

1973-76 

Robert  B.  Leonard,  M.D. 

1974-77 

Florian  R.  Rabe,  M.D. 

1973-76 

Eugene  J.  Ryan,  M.D. 

1974-77 

Edward  Sattenspiel,  M.D., 

President-Elect 

1975-76 

William  C.  Scott,  M.D.,  President 

1975-76 

•William  C.  Trier,  M.D. 

1975-78 

Maier  Tuchler,  M.D. 

1974-77 

Willis  A.  Warner,  M.D. 

1973-76 

PHYSICIAN  REHABILITATION  COMMITTEE 

Term 

•Richard  E.  Duisberg,  M.D., 

Chairman 

1975-76/1975-78 

•John  Bartness,  M.D. 

1975-76 

•Otto  L.  Bendheinr,  M.D. 

1975-77 

•William  E.  Bishop,  M.D. 

1975-77 

•John  T.  Clymer,  M.D. 

1975-78 

William  E.  Crisp,  M.D.,  Secretary 

1975-76 

•Donald  L.  Damstra,  M.D. 

1975-78 

•Bernard  M.  Ruhr,  M.D. 

1975-76 

•Laurence  M.  Linkner,  M.D. 

1975-78 

Edward  Sattenspiel,  M.D., 

President  Elect 

1975-76 

William  C.  Scott,  M.D.,  President 

1975-76 

•Walter  B.  Tomlinson,  M.D. 

1975-76 

•Karl  E.  Voldeng,  M.D. 

1975-77 

•Eleanor  A.  Waskow,  M.D. 

1975-77 

PROFESSIONAL  COMMITTEE 

Term 

•Robert  S.  Ganelin,  M.D., 

Chairman 

1975-76 

1973-76 

Paul  M.  Bindelgas,  M.D. 

1974-77 

Paul  B.  Borgeson,  M.D. 

1974-77 

•John  A.  Bruner,  M.D. 

1975-78 

•L.  Philip  Carter,  M.D. 

1975-78 

William  E.  Crisp,  M.D.,  Secretary 

1975-76 

James  L.  Grobe,  M.D. 

1974-77 

•Joseph  W.  Hanns,  Jr.,  M.D. 

1975-78 

James  M.  Hurley,  M.D. 

1974-77 

Helen  Johnson,  M.D. 

1973-76 

Laurence  M.  Linkner,  M.D. 

1973-76 

William  G.  Payne,  M.D. 

1973-76 

•Selma  E.  Targovnik,  M.D. 


Chairman 

1975-76 

1975-78 

*W.  David  Ben-Asher,  M.D. 

1975-78 

E.  Frederick  Bloemker,  M.D. 

1973-76 

J.  Walter  Brock,  M.D. 

1973-76 

•Ronald  L.  Christ,  M.D. 

1975-78 

William  E.  Crisp,  M.D.,  Secretary 

1975-76 

•Julian  DeVries,  Medical  Editor 

1975-78 

Edward  B.  Grothaus,  M.D. 

1974-77 

Robert  A.  Johnson.  M.D. 

1973-76 

Robert  F.  Keeling,  Sr.,  M.D. 

1973-76 

Irving  M.  Pallin,  M.D. 

1973-76 

William  Russell,  Jr.,  M.D. 
Edward  Sattenspiel,  M.D.. 

1973-76 

President  Elect 

1975-76 

William  C.  Scott,  M.D.,  President 

1975-76 

Morton  S.  Thomas  III,  M.D. 

1974-77 

PUBLISHING  COMMITTEE 

Term 

•John  W.  Kennedy,  M.D., 

Chairman 

1975-76 

William  E.  Crisp,  Jr.,  M.D.,  Secretary 

1975-76 

Walter  V.  Edwards,  M.D. 

1974-77 

Gerald  Kaplan,  M.D. 

1974-77 

•George  Lastnick,  M.D. 

1975-78 

•William  B.  McGrath.  M.D. 

1975-78 

•Stanley  H.  Nordmo,  M.D. 

1975-78 

David  Pent,  M.D. 

Edward  Sattenspiel,  M.D., 

1973-76 

President  Elect 

1975-76 

Michael  M.  Schreiber,  M.D. 

1974-77 

William  C.  Scott,  M.D.,  President 

1975-76 

David  C.  H.  Sun,  M.D. 

1973-76 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Term 

•Milton  S.  Dworin,  M.D., 

Chairman 

1975-76 

1973-76 

•Merrill  M.  Abeshaus,  M.D. 

1975-78 

Suresh  C.  Anand,  M.D. 

1973-76 

Floyd  K.  Berk,  M.D. 

1974-77 

Thomas  E.  Bittker,  M.D. 

1973-76 

W.  Scott  Chisholm,  M.D. 

1973-76 

William  E.  Crisp,  M.D.,  Secretary 

1975-76 

Vicent  A.  Fulginiti,  M.D. 

1973-76 

Otto  Gambacorta,  M.D. 

1974-77 

•Jerome  Gerendasy,  M.D. 

1975-78 

•Laurence  M.  Haas,  M.D. 

1975-78 

•Timothy  R.  Harrington,  M.D. 

1975-78 

Clifford  J.  Harris,  Jr.,  M.D. 

1974-77 

•Thomas  F.  Hartley,  M.D. 

1975-78 

•Wayne  M.  Heine,  M.D. 

1975-78 

•Thomas  S.  Henry,  M.D. 

1975-78 

James  M.  Hurley,  M.D. 

1974-77 

Mark  M.  Kartchner,  M.D. 

1973-76 
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Norman  N.  Komar,  M.D. 

1973-76 

Eugene  Leibsohn,  M.D. 

1974-77 

Philip  Levy,  M.D. 

1974-77 

William  S.  Nevin,  M.D. 

1975-78 

Neopito  L.  Robles,  M.D. 

1974-77 

Edward  Sattenspiel.  M.D., 

President  Elect 

1975-76 

William  C.  Scott,  M.D.,  President 

1975-76 

Ruhard  A.  Silver,  M.D. 

1974-77 

Donald  P.  Speer,  M.D. 

1975-78 

Luis  S.  Tan,  M.D. 

1974-77 

Wilbur  C.  Voss,  M.D. 

1974-77 

Donald  J.  Ziehm,  M.D. 

1974-77 

•Indicates  new  appointment  or  reappointment 


1975-76  BOARD  MEETING  SCHEDULE 

IT  WAS  MOVED  AND  CARRIED  TO  ADOPT  THE 
FOLLOWING  SCHEDULE  FOR  BOARD  OF  DIRECT- 
ORS MEETINGS  DURING  1975-76: 

June  28,  1975  - 10  am  - Saturday 

September  27,  1975  - 10  am  - Saturday 

November  15,  1975  - 10  am  - Saturday 

February  21,  1976  - 10  am  - Saturday 

April  17,  1976  - 9 am  - Tuesday  - Annual  Meeting 

May  1,  1976  - 12  Noon  - Saturday  - Annual  Meeting 


EXECUTIVE  COMMITTEE  MEETING  SCHEDULE 

THE  PRESIDENT  ANNOUNCED  THAT  THE  EXECU- 
UTIVE  COMMITTEE  WILL  MEET  ON  THE  THIRD 
FRIDAY  OF  EACH  MONTH  AS  FOLLOWS: 


May  16,  1975 
June  20,  1975 
July  18,  1975 
August  15,  1975 
September  19,  1975 
October  17,  1975 


November  21,  1975 
December  19,  1975 
January  16,  1976 
February  20,  1976 
March  19,  1976 
April  16.  1976 


Meeting  adjourned  3:18  p.m. 
William  E.  Crisp,  M.D. 
Secretary 


by 

Bruce  E.  Robinson,  Executive  Director 


EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  West  Bethany  Home 
Rad,  Phoenix,  Arizona,  on  Friday,  May  16,  1975,  a quorum 
being  present  convened  at  7:12  p.m.,  William  C.  Scott,  M.D., 
President  and  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  April  22,  1975  were 
approved  as  distributed. 

DEPARTMENT  OF  HEALTH  SERVICES 

Dr.  Dandoy,  Acting  Director,  Department  of  Health 
Services,  reviewed  various  programs.  The  Medicaid  program 


is  still  in  a dilemma  with  no  final  decision  on  financing  or 
timing.  She  reported  that  the  financing  of  the  paramedic 
training  program  had  been  dropped  by  the  appropriations 
committee  which  will  mean  that  she  will  have  to  seek 
volunteers  to  teach  the  courses. 

Dr.  Dandoy  said  that  she  has  planned  a meeting  for  May 
29th  to  try  to  begin  to  get  the  Crippled  Childrens  Services 
problems  cleared  up.  Philip  E.  Dew,  M.D.  and  Raymond  J. 
Jennett,  M.D.  will  represent  the  Association. 

She  also  reported  that  concern  has  been  raised  over  the 
future  of  the  Pioneers  Home  in  Prescott.  It  seems  that  it  cannot 
meet  newly  developed  standards  for  such  facilities.  Arizona  is 
one  of  two  states  still  running  nursing  homes.  An  evaluation 
as  to  whether  Arizona  should  continue  in  this  field  will  be 
made. 

To  date  the  search  committee  to  choose  a new  director  has 
not  been  appointed. 

THIRD  COCCIDIOIDOMYCOSIS  SYMPOSIUM 

Dr.  Smith’s  letter  of  4 30  75  requesting  that  we  publish  the 
proceedings  of  the  subject  symposium  was  reviewed.  It  was 
pointed  out  that  it  would  cost  approximately  ten  thousand 
dollars  to  publish  the  proceedings. 

It  was  determined  that  we  should  have  the  Editor  discuss 
possible  alternates  with  Dr.  Smith,  such  as  abstracting  etc. 

SIGNATURE  PLATE 

Dr.  Crisp  recommended  the  use  of  a signature  plate  for 
signing  one  of  the  two  required  signatures  on  the  Association 
checks.  NO  ACTION 

ARIZONA  LUNG  ASSOCIATION 

The  letter  of  4 30  75  from  the  subject  organization 
requesting  that  we  provide  three  $100.00  scholarships  for  the 
Fourth  Annual  School-Community  Health  Workshop  was 
reviewed.  Due  to  financial  reasons  the  request  was  denied. 

COST-PLUS  INSURANCE 

The  proposal  made  by  the  subject  insurance  company 
seeking  the  Association's  endorsement  of  several  reciprocal 
insurance  companies  to  deal  with  the  professional  liability 
insurance  problem  was  reviewed. 

IT  WAS  MOVED  AND  CARRIED  TO  ADVISE  MR  MAC 
C.  MATHESON  AND  MR.  THOMAS  N.  TROTTER  THAT 
THE  ASSOCIATION  WAS  NOT  INTERESTED  IN 
PURSUING  THE  RECIPROCAL  INSURANCE 
COMPANY  CONCEPT  AT  THIS  TIME. 

BENJAMIN  RUSH,  M.D.  HOUSE 

The  Pennsylvania  Medical  Society  letter  of  5/8  75  soliciting 
contributions  for  the  purpose  of  restoring  the  Rush  home  for 
the  bicentennial  was  reviewed. 

It  was  determined  that  while  the  Association  could  not 
financially  contribute  that  we  should  offer  the  use  of  our 
mailing  list  for  solicitation  purposes. 

STAFFING 

As  requested,  Mr.  Robinson  reviewed  the  current  staffing 
responsibilities  as  follows: 

While  it  is  understood  that  the  Executive  Director  has  the 

final  staffing  responsibilities  for  all  committees,  the  follow- 
ing delegations  of  responsibility  have  been  delineated  for 

the  information  of  the  Board  of  Directors. 

BRUCE  E.  ROBINSON,  EXECUTIVE  DIRECTOR 
American  Medical  Students  Association, 

Arizona  Chapter,  Liaison 
ArMPAC 

Articles  of  Incorporation  and  Bylaws 
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Data  Collection  and  Analysis,  Ad  Hoc 

Finance 

Grievance 

History  and  Obituaries 
Housestaff  Section 
Medical  Economics 
Occupational  Health 
Physician  Rehabilitation 

Professional  Liability  Insurance  Crisis,  Ad  Hoc? 

Public  Relations 
Publishing 
Scientific  Assembly 

Board  of  Directors 
Executive  Committee 
AMA  Delegation 

Blue  Cross  Board  of  Directors  Liaison 

Blue  Shield  Board  of  Directors  Liaison 

Arizona  Hospital  Association  Board  of  Directors  Liaison 

GARY  L.  BARNETT,  ASSOCIATE  EXECUTIVE 
DIRECTOR 
Governmental  Services 
Legislative 
Medical  Education 
Professional 

MISTY  COUMBE,  ASSOCIATE  EXECUTIVE  DIRECTOR 
Benevolent  and  Loan  Fund 
Health  Manpower 
Maternal  and  Child  Health  Care 
Professional  Liability  Insurance  Review,  Ad  Hoc 

HOUSESTAFF  SECTION 

It  was  agreed  that  the  Executive  Committee  would  meet 
with  the  Executive  Committee  of  the  Housestaff  Section  at  9 
a.m,  on  June  28th  prior  to  the  Board  of  Directors  meeting,  and 
that  they  would  be  invited  to  attend  the  Board  of  Directors 
meeting. 

COMMISSION  ON  MEDICAL  MALPRACTICE  AWARDS 

The  letter  from  the  Arizona  Neurosurgical  Society  with 
H R.  1305,  Commission  on  Medical  Malpractice  Awards  was 
reviewed. 

IT  WAS  MOVED  AND  CARRIED  TO  ENDORSE  THIS 
PIECE  OF  FEDERAL  LEGISLATION  AND  TO 
INDICATE  THAI  SUPPORT  IN  MEDICAL  MEMOS 
ALONG  WITH  A SUMMARY  OF  THE  BILL. 

A.M. A.  COUNCILS  AND  COMMITTEES 

It  was  moved  and  carried  that,  subject  to  their  approval,  the 
following  be  nominated  for  the  indicated  councils  or 
committees: 

Richard  O.  Flynn,  M..  - Council  on  Legislation 

George  Comerci,  M.D.  - Council  on  Scientific  Assembly 

John  R.  Green,  M.D.  - Advisory  Committee  on  Medical 
Science 

Wallace  A.  Reed,  M.D.  - Committee  on  Insurance 

Richard  J.  Toll,  M.D.  - Committee  on  Medical  Aspects  of 
Sports 

Douglas  Huestis,  M.D.  - Committee  on  Transfusions  and 
Transplantations 

RESOLUTION  24-75 

Resolution  24-75  calling  for  the  creation  of  a special 
committee  to  deal  with  the  malpractice  problem  and  calling 
for  a $100  assessment  was  reviewed  along  with  the  various 
letters  and  bills  to  be  used  in  the  solicitation. 


Chairman 

Several  names  were  discussed  as  possible  chairman.  It  was 
determined  to  approach  several  from  Maricopa  to  see  if 
they  would  serve. 

Membership 

While  many  names  were  recommended  as  members  of  the 
committee  it  was  determined  to  wait  until  the  chairman  was 
designated  and  to  consult  with  him  regarding  committee 
structure. 

Committee  Name 

It  was  determined  not  to  specify  a name  for  the  committee 
until  the  chair  man  has  been  designated  and  consultation  has 
been  held  with  the  Public  Relations  firm. 

OTHER  BUSINESS 

Council  on  Medical  Education 

Mr.  Robinson  reported  that  Dr.  Robert  E,  T.  Stark,  had  been 
nominated  for  the  subject  council. 

IT  WAS  MOVED  AND  CARRIED  TO  SUPPORT  DR. 
STARK  S CAMPAIGN  WITH  EVERYTHING  EXCEPT 
AN  OPEN  HOSPITALITY  ROOM. 

Meeting  adjourned  9:22  p.m. 

William  E.  Crisp,  M.D. 

Secretary 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  meeting  of  the  Scientific  Assembly  Committee  of 
the  Arizona  Medical  Association,  Inc.,  held  Saturday,  June  7. 
1975  in  the  Conquistador  Room  at  the  Braniff  Place  Hotel  in 
Tucson  convened  at  12:46  pm,  Milton  S.  Dworin,  M.D., 
Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  December  7,  1974,  were 
approved  as  distributed. 

ELECTION  OF  VICE  CHAIRMAN 

Luis  S.  Tan,  M.D.  was  unanimously  elected  as  vice- 
chairman  and  to  serve  as  chairman  for  the  1977  meeting. 

1975  MEETING  CRITIQUE 

ATTENDANCE  REPORT 

Mr.  Robinson  presented  the  attendance  report  as  follows: 


COUNTY 

COUNTY 

MEMBERSHIP 

NO.  OF 
MEMBE  Rs 
REGISTERED 

% OF 

MEMBERS 

REGISTERED 

% INC. 

(DEC.)  OVER 
1974 

Apache 

n 

3 

27.3% 

(6.0)% 

Cochise 

39 

13 

33.3% 

5.5% 

Coconino 

58 

12 

20.7% 

(9.1)% 

Gila 

12 

2 

16.7% 

(33.3)% 

Graham 

9 

3 

33.3% 

20.8  % 

Greenlee 

9 

0 

0.0% 

0.0  % 

Maricopa 

1435 

200 

13.9% 

(20.0)% 

Mohave 

25 

8 

32.0% 

.4  % 

Navajo 

6 

1 

16.7% 

6.7% 

Pima 

638 

177 

27.7% 

10.3% 

Pinal 

42 

12 

28.5% 

(5.7)% 

Santa  Cruz 

10 

6 

60.0% 

4.4  % 

Yavapai 

50 

15 

30.0% 

(6.8)% 

Yuma 

49 

7 

14.3% 

(9.6)% 

TOTAL 

MEMBERS 

239.3 

459 

19.2% 

(10.4)% 
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NON-MEMBER  M.D.'S* 77 

DOCTORS  OF  OSTEOPATHY 5 

TOTAL  PHYSICIAN  REGISTRATION  ....  541 

NON-PHYSICIAN  REGISTRATION**  472 

TOTAL  REGISTRATION 1013 


•Recap  of  Non-Member  M.D.: 


Interns  &:  Residents 

1 1 

Guest  Speakers  (includes  8 

Residents  not  shown  above 

) 

33 

Out-of-State 

20' 

*#* 

In-State,  In  Practice 

10 

In-State,  Retired 

3 

_ 

77 

'Recap  of  Non-Physician  Registration: 

Exhibitors  (Cml.  & Sci.) 

174 

Guest  Speakers 

12 

Woman’s  Auxiliary 

198 

Medical  Students 

9 

Nurses,  P.A.’s 

12 

Others  (B/S,  Travelers,  etc.) 

67 

472 

'•States  and  Countries  Represented  in  “Out-of-State" 

Gr 

oup 

Canada  2 

Nevada 

1 

California  1 

New  Hampshire 

1 

Florida  1 

New  Mexico 

1 

Illinois  2 

New  York 

2 

Indiana  1 

Oregon 

1 

Michigan  3 

Pennsylvania 

2 

Missouri  1 

Washington 

_!_ 

TOTAL 

20 

PUBLIC  RELATIONS  REPORT 

The  report  of  the  Public  Relations  activities  was  reviewed  by 
the  chairman.  The  following  is  the  summary: 

"The  overall  value  of  the  media  time  and  space,  confirmed 
to  date,  totals  161,842.59.  This  toal  includes: 

Television  coverage  130,898.00 

Radio  coverage  $23,010.00 

Newspaper  coverage  $ 7,934.59 

$61,842.59 

This  sum  compares  with  an  exposure  dollar  value  of 
$64,575.00  gained  as  a result  of  the  1974  annual  meeting. 

It  should  be  understood,  however,  that  the  primary  basis  for 
this  decrease  resulted  from  the  location  of  the  annual  meeting, 
and  does  not  reflect  reduced  media  coverage.  In  actuality,  the 
1974  annual  meeting  received  almost  50%  more  television  and 
radio  coverage  time,  and  approximately  the  same  newspaper 
space. 

The  reduced  exposure  dollar  value  stems  from  the  fact  that 
Tucson  media  have  smaller  audiences,  and  thereby,  charge  less 
for  their  advertising  time  and  space  than  media  in  larger 
markets  that  reach  a larger  audience.  If,  for  example,  the  same 
amount  of  television  time  gained  in  Tucson  had  been  gained 
in  Phoenix,  the  exposure  dollar  value  for  television  would 
have  been  $50,000  or  more.  Such  increases  can  and  should  be 


expected  when  the  annual  meeting  is  held  in  the  Phoenix  area 
next  year.” 

Copies  of  the  full  eight  page  report  are  available  at  the 
Association  offices. 

GENERAL 

It  was  generally  concluded  that  the  prime  deficiency  of  the 
meeting  was  the  quality  of  the  food.  The  hotel  advised  that 
they  have  recently  changed  chefs  in  an  attempt  to  correct  that 
situation.  A second  criticism  was  the  poorly  lighted  exhibit 
hall  in  the  hotel.  Suggestions  were  made  about  correcting  that 
matter  by  moving  the  scientific  exhibits  and  woman's 
auxiliary  art  show  to  the  convention  center  should  we  return 
to  Tucson  in  the  future. 


FUTURE  MEETINGS 

1976 

Mr.  Robinson  reported  that  confirmation  from  the  Safari 
Hotel  had  been  received  for  the  4/27-5  1,  1976  meeting. 

1977 

I T WAS  M O V E D A N D CA  R R I E D TO  R ECO  M M E N I)  TO 
THE  BOARD  OF  DIRECTORS  THAT  WE  TRY  TO 
ARRANGE  FOR  THE  1977  MEETING  AT  THE  NEW 
HYATT  REGENCY  HOTEL  IN  PHOENIX  FOR  4 26-30, 
1977. 

1978 

IT  WAS  MOVED  AND  CARRIED  TO  RECOMMEND  TO 
THE  BOARD  OF  DIRECTORS  THAT  THE  1978 
MEETING  BE  HELD  AT  THE  BRANIFF  PLACE  HOTEL 
AND  THE  TUCSON  COMMUNITY  CENTER  FOR  4/25- 
29.  1978. 

1976  SCIENTIFIC  PROGRAM 

UNIVERSITY  OF  UTAH  COLLEGE  OF  MEDICINE 
Dr.  Dworin  announced  that  the  subject  school  had  agreed  to 
provide  our  core  porgram  for  1976.  That  he  would  visit  with 
G.  Richard  Lee,  M.D.,  associate  dean  for  academic  affairs,  in 
the  near  future  to  work  out  the  details. 

ATTENDANCE  AT  SESSIONS 

Considerable  discussion  ensued  on  the  subject  of  how  best  to 
develop  better  attendance  at  the  individual  scientific 
presentations.  No  conclusions  were  reached. 

1977  SCHOOL 

It  was  determined  to  contact  the  following  schools  in  the 
following  order  to  ask  them  to  provide  our  core  program  for 
1977: 

1.  L'niversity  of  Washington  School  of  Medicine 

2.  University  of  California,  San  Diego, 

School  of  Medicine 

3.  Mayo  Medical  School 

OTHER  BUSINESS 

RIGHT  TO  LIFE 

Earl  J.  Baker,  M.D.'s  letter  of  5/9  75  requesting  exhibit 
space  at  the  1976  meeting  was  reviewed. 

It  was  recommended  that  Dr.  Baker  be  advised  that  he 
should  submit  an  application  for  a scientific  exhibit  at  the 
appropriate  time  and  that  it  will  be  considered  by  the  commit- 
tee along  with  all  other  scientific  exhibits.  It  was  agreed  that 
such  an  exhibit  does  not  belong  in  the  commercial  exhibit 
classification. 
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PRINTED  PROGRAM 

It  was  moved  and  carried  to  adopt  the  new  “at-a-glance' 
format  for  the  printed  program. 

Meeting  adjourned  2:05  p.m. 

William  E.  Crisp,  M.D. 

Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 

EXECUTIVE  COMMITTEE 

The  Executive  Committee  of  the  Arizona  Medical 
Association,  Inc.,  held  at  810  West  Bethany  Home  Road, 
Phoenix,  AZ  on  Friday,  June  27,  1975,  a quorum  being 
present,  convened  at  7:08  p.m.,  William  C.  Scott.  M.D.. 
President  and  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  May  16,  1975,  were 
approved  as  distributed. 

DEPARTMENT  OF  HEALTH  SERVICES 

Dr.  Dandoy  reported  that  the  search  committee  for  the 
directorship  of  the  department  has  received  applications  and 
has  met.  Their  recommendations  will  be  forwarded  to  the 
governor  in  mid-July. 

She  also  reported  that  the  Department  of  Health  Services  is 
involved  with  the  Center  for  Disease  Control  and  the 
Environmental  Protection  Agency  on  a survey  of  children  in 
mining  towns  with  regard  to  the  problem  of  lead  levels  (also 
including  cadmium,  arsenic  and  zinc).  The  first  survey  tostart 
July  16th  in  the  Miami  Globe  area.  The  surveys  to  be 
concluded  in  December. 

Dr.  Dandoy  further  reported  that  the  apropriation  for  the 
crippled  children's  programs  were  1.2  million  below  the 
amount  requested  which  will  require  some  form  of 
curtailment  in  the  services  offered  or  a reduction  in  the 
amount  paid  to  providers. 

THIRD  COCCIDIOIDOMYCOSIS  SYMPOSIUM 

Dr.  Kennedy’s  letter  regarding  our  publishing  the  pro- 


ceedings of  the  symposium  was  received.  I here  appeared  to  be 
some  confusion  regarding  the  progress  of  this  particular 
activity.  RECEIVED 

BOMEX  SYMPOSIUM  ON  THE  FOREIGN 
MEDICAL  GRADUATE 

IT  WAS  MOVED  AND  CARRIED  TO  CO-SPONSOR 
THE  SUBJECT  SYMPOSIUM  AND  TO  HOST  THE 
LUNCHEON  SCHEDULED  AS  PARI  OE  THE 
PROGRAM. 

THE  TRAVELERS  INSURANCE  COMPANIES 
OSTEOPATHIC  COVERAGE 

Mr.  Blake  Hyfield's  letter  of  6 4 75  confirmng  the 
Traveler's  policy  regarding  underwriting  ArMA  members 
who  are  osteopaths  was  received. 

NEW  MEXICO  SITUATION 

The  letter  from  Wheeler  II.  Hess,  Vice  President,  Travelers 
dated  5 10  75  to  the  New  Mexico  Medical  Society  regarding 
changes  in  their  program  was  received  for  information. 

MALPRACTICE  INSURANCE  CRISIS  COMMITTEE 

CHAIRMAN 

Dr.  Scott  announced  that  Jack  E.  Brooks,  M.D.  had  accepted 
the  chairmanship  of  the  newly  created  committee  subject  to 
the  following: 

(1)  Assurance  that  this  project  is  the  No.  1 priority  of  the 
Association  for  the  next  several  years. 

(2)  Absolute  support  of  his  appointment  and  his  activities 
by  the  Board  of  Directors. 

(3)  After  developing  a program  he  would  like  the  ability  to 
withdraw  from  the  program  if  complete  support  is  not 
present  at  that  time. 

(4)  Complete  authorization  over  expenditure  of  the  assess- 
ment funds. 

(5)  Assurance  that  Mr.  Barnett  will  be  assigned  to  this  pro- 
ject as  his  No.  1 responsibility. 

(6)  Provision  of  secretarial  assistance  which  would  be  avail- 
able during  the  off  hours  as  well  as  during  the  normal 
working  day. 

(7)  Awareness  on  the  part  of  the  Board  that  there  is  no 


ASSESSMENT  STATUS  AS  OF  6 27  75 


County 

Total 

Billed 

Total 

Paid 

Percent 
of  Total 
Billed 

Other 

Response 

Total 

Accounted 

For 

Percent 
of  Total 
Billed 

Apache 

10 

3 

33.3 

— 

3 

33.3 

Cochise 

32 

17 

53.1 

— 

17 

53.1 

Coconino 

50 

31 

62.0 

— 

31 

62.0 

Gila 

11 

5 

45.5 

— 

5 

45.5 

Graham 

9 

3 

33.3 

— 

3 

33.3 

Greenlee 

9 

4 

44.4 

— 

4 

44.4 

Maricopa 

1,230 

790 

4.2 

13 

803 

65.3 

Mohave 

23 

15 

65.2 

1 

16 

69.6 

Navajo 

6 

3 

50.0 

— 

3 

50.0 

Pima 

551 

301 

54.6 

6 

307 

55.7 

Pinal 

40 

8 

20.0 

— 

8 

20.0 

Santa  Cruz 

8 

4 

50.0 

— 

4 

50.0 

Yavapai 

40 

19 

47.5 

— 

19 

47.5 

Yuma 

42 

24 

51.1 

— 

24 

51.1 

Total 

2,066 

1,227 

59.4% 

20 

1,274 

60.4% 

Net  collected  to  date  $122,450.00 
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guarantee  of  absolute  success  of  the  project. 

(8)  The  matter  of  amount  and  method  of  compensation 
to  he  determined  at  a later  date. 

It  was  determined  that  the  matter  of  the  name  and  structure 
of  the  committee  be  left  to  Dr.  Brooks. 

BOARD  OF  DIRECTORS  MEETING  AGENDA  6/28/75 

The  Committee  reviewed  the  subject  agenda  and  made 
several  recommendations. 

OTHER  BUSINESS 

BASEMENT  RENTAL 

Mr.  Robinson  reported  that  several  pending  possibilities 
to  rent  the  basement  had  been  developed  and  had  fallen 
through.  The  Board  of  Medical  Examiners  does  want  a small 
portion  (170  square  feet). 

It  was  detemined  to  continue  to  seek  a tenant  for  the  whole 
area  before  proceeding  with  any  construction.  RECEIVED 

COUNCIL  ON  MEDICAL  EDUCATION — AM  A 

It  was  reported  that  while  Dr.  Stark  ran  a good  race,  he  was 
unsuccessful  in  getting  elected  to  the  Council  on  Medical 
ducation  of  the  A.M.A.  — RECEIVED. 

RMP  HEALTH  MANPOWER  APPLICATION 

Mr.  Robinson  reviewed  for  the  committee  the  request  that 
we  apply  for  a grant  from  Arizona  Regional  Medical  Program 
for  the  purposes  of  continuing  the  health  manpower 
placement  program  currently  in  effect  under  the  direction  of 
Mr.  Ted  McFarlan.  It  was  pointed  out  that  this  program 
would  be  phased  out  as  a result  of  the  closing  down  of  the 
RMP  program. 

Concern  was  expressed  over  how  we  would  fund  the 
program  after  the  first  12  months. 

Dr.  Dandoy  indicated  that  the  Department  of  Health 
Services  Health  Manpower  Division  might  be  interested  in 
pursuing  this  matter. 

It  was  decided  to  not  pursue  the  matter  on  the  part  of  the 
Association,  but  to  encourage  the  Department  of  Health 
Services  to  look  into  it. 

AMICUS  BRIEF  — NATUROPATHS 

Mr.  Robinson  reviewed  the  request  that  we  join  in  an 
amicus  brief  with  the  naturopaths  regarding  use  of  physical 
therapists  and  legal  counsel’s  opinion  that  we  should  not  so 
do.  — RECEIVED. 

MEDICAL  OPINION 

The  request  to  obtain  a study  of  the  effect  of  the  subject  T.V. 
program  was  reviewed.  It  was  felt  that  most  of  the  information 
requested  could  be  obtained  for  the  station  at  no  expense.  Mr. 
Robinson  to  proceed  along  those  lines. 

The  Committee  went  into  executive  session  at  this  point. 

Adjournment  9:35  p.m. 

William  E.  Crisp,  M.D. 

Secretary 


THE  ARIZONA  MEDICAL  ASSOCIATION 
FOUNDATION,  INC. 

BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association  Foundation,  Inc.  held  at  810  West 
Bethany  Home  Road,  Phoenix.  AZ  on  Saturday,  June  28,  1975, 
a quorum  being  present,  convened  at  2:11  p.m.,  William  C. 
Scott,  M.D.,  Chairman  and  President,  presiding. 

AUTHORIZATION  TO  USE  FUNDS 
FOR  SCHOLARSHIPS 

IT  WAS  MOVED  AND  CARRIED  TO  AUTHORIZE 
THE  USE  OF  $2,000.00  FOR  MEDICAL  STUDENT 
SCHOLARSHIPS.  SUCH  SCHOLARSHIPS  TO  BE 
GRANTED  UNDER  THE  DIRECTION  OF  THE 
BENEVOLENT  AND  LOAN  FUND  COMMITTEE  OF 
THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 

Meeting  adjourned  2:13  p.m. 

William  E.  Ci isp.  M.D. 

Secretary 


ArMA  offers  A NEW 

INSURANCE  FORM 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $1 .75  per  hundred 

To:  Arizona  Medical  Association 
81  0 West  Bethany  Home  Rd. 

Phoenix,  AZ  85013 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 


NAME  

Address  

Bill  me  Q Payment  Enclosed  Q 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  AND  DIRECTORS  — 1975-76 

President — William  G.  Sion,  M l)  

President-Elect — Edward  Sauenspiel.  M.D  

Vice  President — John  h Kahle.  M I) 

Secretary— William  K.  Grisp.  M,I) 

I'reasurer — Richard  L.  Dexter.  M.D. 

Past  President — William  G.  Payne.  M.D.  

F.ditor-In-Chic-I — John  W Kenneth.  M.D 

Delegate  to  AMA — Seymour  I Shapiro,  M.D 

Delegate  to  AMA — Richard  O.  Flynn.  M.D  

Delegate  to  AMA— W Stott  Chisholm.  |i..  M.D 

Alt  Delegate  to  AMA — Arthur  V Dudle\.  Jr..  M.D 

Alt  Delegate  to  AMA — John  | Standilei.  M.D 

Alt.  Delegate  to  AMA— Patrick  P Moraca.  M.D 

AMA  Trustee — Daniel  I . Cloud.  M.D  

DISTRICT  DIRECTORS 

Central  District— Reginald  J.  M Zeluff.  M.D 

Genual  District — George  1.  Hoilmann.  M.D 

Central  District— James  M.  Hurley.  M.D 

Central  Distric t— Wallace  A.  Reed.  M.D 

(Central  District  — Lawrence  J.  Shapiro.  M.D 

Northeastern  Distric  t — Jac  k I Mowrey.  M.D  

Northwestern  Distric t— Richard  I . McDonald.  M.D. 

Southeastern  District— Edward  R Curtis.  M.D 

Southern  Distric  t — Ric  hard  S Armstrong.  M.D 

Southern  District— Henry  P I.imbacher.  M.D 

Southern  District — \ ernoi  Y Lovett.  M.D  

Southwestern  District — Glen  H.  Walker.  M.D 


I of  A . Dept,  of  OB-GYN.  I uc  son  85724 

333  W Thomas  Rd..  Phoenix  85013 

715  N Beaver.  Flagstaff  86001 

....  926  F.  Me  Dowell  Rd..  Phoenix  85006 

P O.  Box  26926.  Tucson  85726 

_ I’  < ) Box  V I'empc  85281 

705  I I in  ke\  In  Phc " 1 1 1 x 8501  I 
5102  F.  C.rant  Rd..  No.  F.  Tucson  85712 

2210  S.  Mill  Ave  . Tempe  85281 

...1158]  Missouri  \\  > Phoenix  850 1 I 

1 60 1 N I m < <n  Blvd..  rucson  85716 

112  F Oak  Si..  Kingman  81)101 

217  F.  Virginia.  Phoenix  85004 

3411  N.  5th  Axe  . Phoenix  85013 


217  F Virginia.  Phoenix  85001 

138  \\  5ih  Place.  Mesa  85201 

31  13  N.  32nd  St..  Phoenix  85018 

1040  F McDowell  Rd..  Phoenix  85006 
. 550  W rhomas  Rd..  Phoenix  85013 

P O.  Box  887,  Lakeside  85929 

713  N Beaver,  Flagstaff  86001 

503  5th  Ave..  Salford  35546 

P O Box  12787.  I uc  son  85732 

....  2205  F Hampton.  I uc  son  85719 
....5402  F.  Grant  Rd..  F ucson  85712 
291  W Wilson.  Coolidge  85228 


MEDIC  AL  S()(  IET5  OF  THE  l SITED  STATES  AND  MEXICO 


Pirsideni  — Helen  \\  Bi .idles  Ml) 

Piesident  1-  lec  t — Fe  rnando  de  La  ( aie  xa.  M.D. 
Vice  Piesidcm— Thomas  H.  label.  |i  M l). 

Secietaix-l  SA— ScIinuIm  V Hilts  Ml)  

Sec  reiary-Mexico— Ricardo  Orti/  Aine/c  ua.  M.D 

I ic  asum-l  SA— Luc  \ A.  Vernem.  M l) 

1 leasurci Mexico— Jorge  Riggen  Davila.  M I) 
Executive  Sec  y. I ?.SA— Mi s.  Virginia  1 Bia ant 
Fxcc  uiixc-  Sec  x Mexico— Si  Alliedo  Pation  ... 


800  I hud  Si  . Maivxillc.  ( A 95001 

Paxo-No.  l3.)-306,  (>uadala|aia.  Jalisco.  Mexico 

2021  Noiih  Central  Axe  . Phconix.  AZ  85004 

lucson  Medical  Genie, . P ()  Box  6607.  lucson.  A/  857.33 

Americas  No  62-1  l Guadalajara  Jalisco.  Mexico 

333  West  I homas  Rd  No.  207.  Phconix.  AZ  85013 

Maisella  No  510-Sm.  Guadalajara.  Jalisco.  Mexico 

333  \\  I homas  Rd  . 207.  Phoenix.  A/  85013 

. I le  i he  i io  Hi, is  No.  60-Sui,  Ma/ailan  Sinaloa.  Me  xico 


( OMMITTEES  — 1975-76 


AR  FICLES  OF  INCORPORATION  Sc  BYLAWS  Charles  F Hendeison.  M.D 
( hail  man  (Phoe  nix);  Philip  I De  w M l)  , i 1 ucsoni.  Arnold  H Dxsieiheli. 
M.D  (Lakeside);  Paul  B Jarrell.  M.D..  ( Phoenix):  Clarcnc  e F Yount.  Jr  . M I) 

BENEVOLENT  AND  LOAN  FI  ND:  Arthur  V Dudlev.  M.D  . Chairman, 
i 1 ucson):  George  Adams.  M.D  . ( I ucson):  Ric  hard  1.  Dexier.  M.D  ( I tic  son i; 
R Lc*e  Foster.  M.D  (Phoenix);  Edward  J.Lefeber.  M.D  (Mesa)-  Geril  ( 
\augh.  Jr..  M.D.  (Phoenix);  Carl  F Voldeng.  M.D  (Phoenixl 

I I \ \N(.I  Ri<  haul  I Dexter  MI).  Chairman  i I ucsoni;  William  | Dunn 
M.D.  (Phoenix);  Herbert  C Fihari.  Ji  . M.D.  (Spnngerville);  James  I Globe 
M.p  (Phoenix);  Charles  (.  Hedges.  Jr  . M.D  (Phoenix);  Gerald  Marshall. 
M D i Phoenix );  Robert  P Purpuia.  M l)  , ( I ue  son):  Otto  S.  shill,  |i  . M I) 
'fmpt  Seymour  1.  Shapiro.  M.D  (Tuc  son );  George  W’aJlace.  M.D  iScntis- 
dale). 


(.()\  hRN  MFN  rAL  SERVICES  Arthur  I)  Nelson.  M.D..  Chairman. (Sc  otisdale) 
John  A Ash.  M D . ( Phoenix  >.  Otto  I Bendheim.  M. D . ( Phoenix ):  Su/anne 
L Dandox.  M.D  . (Phoenix);  Donn  (.  Duncan.  M l)  (Tucson):  Waite, 
R I 1‘her.  M.D.  (Chandler);  Lloyd  S.  Epstein.  M.D  , ( lucson);  John  W 
Heaton,  M D (Phoenix);  Charles  Kalil.  M.D.  (Phoenix);  Frank  V Kea.x 
M I)  i I ucson);  Louis  ( Kossuth.  M I)  (Phoenix);  Joseph  I Likos.  M.D  . 
(I  hoe-mx);  Joseph  I Marcarelli.  M.D.  (Sun  City);  Dermont  W Melick 
M ) (Tucson);  ()  Melvin  Phillips.  M.D  . (Scottsdale);  Wallace-  A Reed 
M.  ) (Phoenix);  Helen  M Rohe, is.  M.D  (Phoenix);  Marvin  (.  Schneider 
M.D.,  (Phoenix). 

II(A1  III  MANPOWER  Louis  ( kossulh.  Ml)  Chairman  (Phoenix);  Cases  I) 

, ' Lucson  i;  Bluet-  N Curtis.  M I)  . (Safford):  Alexamlei  Keitel. 

M I)  i I ut son ).  Edward  | l-elebei  Ji  . M.D  (Mesa):  Rogei  A I nn  k.  M I)  . 

I hni-nixi.  Dmnom  \\  Mein  k.  Ml)  (Iuisimi;  John  B Milh  i MI) 
(Phoemxi;  Andrew  \\  Nichols.  MI)  (Tucson).  Roberi  Si  |,,h„  Ml) 

M h,.<  rusi.  Manus  K S|)aniui.  M I).  (Prescon);  H Stephens  I homas.  M I)  , 
ilhoeuixi:  Jesse  Y\  lapp.  ji  MI),,  i Eucsom:  Hugl)  (.  Ihmnnson  Ml) 

I 1 in  inn  t 


Ills  I OR)  & OBI  I \RIFs  John  « Kennedy.  M.D  . Chairman  (Phoenix 
' 's  ?fa''  Xe-D.  i I ucson):  Waller  Bra/ie,  M.D  . (Kingman):  C.  Blau 
1 all  lings,  M D (Mesa):  John  R (aren.  MD.  (Phoenix);  Abe  I Podolsk 
xil)  )uma|,  |av  I Sineiley.  M l)..  (Flagstaff). 

1 ll'lSu'!!'!  I ward  Saitenspiel.  Ml)  Chairman.  (Phoenix):  Ruhard  \l 
Abbum  M L)  . , Phoenix i;  lames  I-  ( .amphcll.  M D . (Phoenix);  John  ' 
Carlson.  M.D  Ihoentxr.  W Scott  Chisholm,  Jr  . M.C  (Phoenix);  Sar 
C Carla,  his,  |r  M.D.  ( Phoenix  r;  Ruhard  1 Collins,  M.D.  (Scottsdale 
Dcna  Id  Co  less . M.D  ( I IU  son).  Louis  Hnseh.  M.D  . (I  ucsoni:  Roberi  I 
llcdgcl  . \LD  iPrescoii);  |,,hn  P Holhiook.  M D.  (Liuson):  Geral 
Ma.shdi  MI.  (Phoenix)  Richard  McGill.  Do.  (Phoenix):  Gerald  I 
McNally.  M l)..  (Piescott);  Donald  R Miles.  M.D..  (Phoenix);  R Mu  ha. 


0 liana.  M il..  (Phoemxi:  Rohm  |.  Olivn.  III.  M.D..  ( Liusonj:  Ranhoi 
Patovich  MD  (Phoenix)  o Melvin  Phillips.  M.D  (Scottsdale)  Wilred 
M Poller.  Ml)  (Scottsdale):  Paul  I.  Schnui.  M 1)  i I ncsoiii;  Bet  ton  Siegel. 
DO  1 Phoenix  l:  John  \ osskuhli  i.  M.D  i Flagstad):  Dennis  Weiland  Ml) 

1 Si  otisdale). 


M A I L.RNAL  Sc  C.HILD  HEAI.  I H CARE:  Ray  niond  | [enneit,  M.D  . Chau  man 
( Phoenix);  Erederu  U Baum.  M.D  (Lempei:  Walter  B Cherny.  M D 
(Phoemxi;  Warren  A Colton.  |i  M D . i lempei:  Wiliam  J R Daily  M D 
(Phoenix)  (ark  II  Demlov.  MD  (Tucson):  Glenn  M Friedman  Ml) 

'dale):  Harlan  R Giles.  M l)  . ( Lucson)  Walter  K kippard  III  M D 

I Phoenix);  Belton  P Meyei.  M l)  . (Phoenixl:  William  J.  Moore.  M I).. 
(Phoemxi;  William  (.  Payne.  M.D..  ( Iempe);  Hermann  S Rhu.  |r..  M D 
I I uc  soil);  Paul  W Whiimore.  D O . (Phoenix) 

MEDICAL  ECONOMICS  Roberi  P Purpura,  M D . Chairman  (Tucson)- 
Richards  Armstrong.  MI).  (Iue  son):  Albert  C:  Asendori.  M.D  t Phoenix  I- 
C-hestet  f.  Bennett.  MD.  (Phoenix);  Am  Ben-Ora.  M.D.  (Scottsdale)- 
Charles  M Bergschneidei . M.D.  (Scottsdale):  Arthur  M Brandt.  Ml). 
(Lucson);  Sam  C Cola,  his..  J i . . MD.  (Phoenix);  Charles  I Dalton.  Ml)' 
( Phoenix );  (.eorge  1.  Hoilmann  M l)  . (Mesa):  Kiedeiick  W |euscii  |i 
M.D  . (Phoenix):  John  F Kahle.  M.D..  (Flagstaff):  Howard  N Kandell  M D 
(Phoenix);  Patrick  P Moraca.  Ml),  (Phoenix);  Paul  1 S<  Ilnur  MI)' 
(Tut son):  George  Serbin.  M.D.  (Phoenix):  Ruh.ud  W Swit/er.  M.D. 
(lucson):  Burton  F Weissman.  M D.  (Phoenix);  Reginald  |.  M,  /Hull 
M D..  ( PhtH-nix) 


1 , „ . , , ‘ v.udiiinan  iniocmx) 

l.imcs  F Bradv.  Ji  . M l).  (lucson);  Daniel  B Carroll,  M I)..  (Phoenix); 
Melvin  L Cohen.  M.I)  . (Phoenix):  C, eorge  I)  Comerci.  M l)  . ( lucson): 
D.uul  | ( roshy.  M.I).,  (Phoenix);  Kenneth  A.  Dregseth.  M D . (Sic-ira 
\iMa);  Irancis  I Flood,  M.D.  (Phoenix);  Harry  W Hale.  |R  M.D. 
(Phoenix):  Robert  K.  Hastings.  Ji  . M D . (Tucson);  M Wayne  Heine  M D 
(Iiusoii);  Raymond  J.  Jennett.  M.D.  (Phoenix);  Howard  N.  Kandell] 
NI  L).  ( Phoenix):  Jack  M Layton.  M.D.  (Tucson):  Laurence  R Mansur 
M D-  (Safford );  William  I-  Slieely.  M.D,  (Phoenix);  Lawrence/.  Su-rn 
M.D..  ( Lucson);  Jesse  W Tapp.  Jr..  M.I)..  (Tucson):  Aston  B.  Iavloi  MD 
(Phoenix);  Albert  G.  Wagner.  M.D.  i Phoenix). 

OGCCPATiaNAL  HEALTH  Joseph  M Hughes.  M.D  Chairman.  (Phoenix) 
Hind  k Bei k.  M.D..  ( Tucson);  Richard  Besserman.  M.I).,  i Phoenix)-  f ul 
M Best.  M l),  (Phoenix);  Sheldon  Davidson.  M l)  (Phoenix i:  Walter 
\ Edwards.  M l)  , (Phoenix);  Robert  V Horan.  M I)  . (Morenci):  Rohm  K 
Leonard.  M.I).  (Phoemxi  Florian  R Rabe.  MI)  (Scottsdale);  Eugene  I 
Ryan,  M.D.  (Phoenix);  William  (,  Trier.  M.D  (Tucson);  Maier  Tuchler 
M.D.  (Phoenix):  Willis  A Warner.  M.D  . (Phoenix) 


PH V Sic, AN  REHABILITATION  Richard  F H Duisberg.  M I)  , Ghaiiman 
I Phoenix);  John  Barmess.  M.I)  . (Phm-nix;  M l)  . (Phoenixl:  Otto  I 
Bendheim.  M.I)  . (Phoenix);  William  F Bishop.  M.D  ((.lobe)-  )ohn  I 
Cl'nu-i.  M T)  . ( lucson):  Donald  I Damstra.  M.I)  (Phoenix);  Bernard  M 
kuhi.  M I)..  (Tucson);  Laurence  M Linknei.  M.D  . (Phoenix):  Wallet  B 
Tomlinson.  M.I)  (Elgm);  Kail  E.  Voldeng.  M D . (Phoenix):  Eleanor  A 
Waskow.  M.D.  (Phoenix). 


MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFFSSIONAI  Rohm  S Ganelin.  M I>  . Chairman.  (Phoenix);  Paul  M 
Bindelgas.  M I).,  (Phoenix):  Paul  B Borgeson,  M I)  . (Phoenix);  |ohn  A 
Bi  uner.  M I)  , ( Phoenix );  I Philip  C lariei . M.D  . i Phoenix );  James  I Crobe. 
M.D.  (Phoenix);  Joseph  YY  Hanss.  Ji  . M. I)  . I Phoenix):  James  M Hurlev. 
M.D  (Phoenix);  Helen  Johnson.  M I)  , i Iiusoni.  I .a  mencr  M I.inknei. 
M l)  . (Phoenix);  William  G.  Payne.  M.D  . (Tempe);  Edward  Sattenspiel. 
M.D  . ( Phoenix);  Donald  F S<  Jiallei  M.D  . ( Phoenix  i.  George  A Spendlme. 
M I).  (Phoenix);  Neil  ( ) YV  a r d . M.D  . (Phoenix). 

Pl  'BLK  RKAI . I IONS:  Selina  1 I argovmk.  M.D  , Chairman.  (Phoenix); 
\\  Da\  id  Ben-  \shei . M.D  1 tu  son  );  I Frrdiic  k Bloemkei . M D i Phoenix  i. 
| Waller  Bro<k.  M.D  . (Scottsdale);  Ronald  I Christ.  M D 1Yum.1i;  Julian 
DeVries.  (Phoenixt;  Kdward  B Grothaus.  MI)  (Sierra  Y’lstai;  Roben  \ 
Johnson.  M.D  . (Phoenix);  Robert  I Kelling.  Si  . M I)..  (Ajo);  living  M. 
Pallin.  M.D  . (Sun  Cit\ ).  William  Russell.  Ji  . M.D  . (Phoenix);  Morton  S 
Thomas  III.  MI).  (YVirkenburg). 

PUBLISHING  John  YY  Kennedy.  M.D.  Chairman.  (Phoenix);  Waltci  \ 

I-  dual  (Is.  M I). . ( Phoenix ):  ( .ciald  Kaplan.  M.D..  ( Phoenix);  ( .eorge  Lastnu  k . 
MD.  (Sun  City)  William  B McGiath  MD.  (Phoenix):  David  Pent. 
M.D  . (Phoenix).  Michael  M.  Schreiber.  M.D  . ( Iucson);  David  C H.  Sun. 
M.D.  (Phoenix) 

SCIENTIFIC  ASSEMBLY  Milton  S Dworin.  M l)  Chairman.  (Iucson); 
Merrill  M.  Abeshaus.  M l).,  (Flagstaff );  Suresh  ( Anand.  M.D.  (Phoenix); 
Floyd  K Berk.  M.D.  (Tucson);  Thomas  F Bittker,  MD.  (Phoenix); 
YV  Scott  Chisholm.  M.D,  (Phoenix);  Vincent  A.  Fulginiti,  M.D  .(Tucson): 
Otto  Gambacorta.  M.D.  (Tucson);  Jerome  Gerendasy.  M.D.  (Mesa); 
Laurence  M Haas.  MI),  t Tucson):  Timoths  R Harrington.  MI). 
(Phoenix);  Clifford  J Harris,  Ji  . M.D..  (Mesa);  T homas  F Hartley.  M.D 
(Phoenix);  YVavne  M Heine,  M.D..  (Tucson);  Thomas  s Henry.  M.D  , 
(Flagstaff):  James  M Hurlev.  M.D  , (Phoenix):  Mark  M Kartchner.  M.D  . 
( Iucson);  Norman  N.  Komar.  M.D..  (Tucson);  Eugene  Leibsohn.  M I)  . 
Phoenix)  Philip  Levy  M.D  (Phoenix)  William  S Nevin  M.D  (Tucson); 
Neopito  L Robles.  MI)..  (Tucson);  Richard  A Silver,  M.D..  (Tucson); 
Donald  P Speer.  M.D  i I uc son);  Lous  S I an.  M.D  . (Phoenix):  YVilbui  ( 
Voss.  M.D  , (Tucson):  Donald  J Ziehm.  M.D  . (Phoenix). 


COUNTY  MEDIC  AL  SOCIETY  OFFICERS.  1975-76 

APACHE;  Daniel  I..  Neel.  M.D..  President.  P.O.  Box  887.  Lake- 
side, 85929;  Robert  D.  Martin.  M.D  . Secv..  Prof.  Plaza 
Bldg..  Pinetop,  85935. 

COCHISE:  John  C.  Conrov.  M.D..  President.  Copper  Queen 

Hospital.  Bisbee.  85603;  Pedro  Mora.  M.D..  Secy..  702 
Yuma  Trail.  Bisbee,  85603. 

COCONINO:  John  B Jamison.  M.D  . President.  1355  N.  Beaver. 
Flagstaff.  86001;  Joseph  H Reno.  M.D..  Sec  \ P.  O.  Box  310, 
Flagstaff.  86001. 

GILA:  Bert  Lambrecht.  M.D.,  President,  Box  777.  Miami.  85539: 
David  B.  Gilbert.  M.D  . Net  \ . P.O.  Box  1030.  Payson. 
8554 1 . 

GRAHAM:  Dennis  Hess.  M.D  . President.  503  5th  Ave  . Salford. 
85546:  Laurence  R Mansur.  M.D  . Sec  \ . 2016  \\ . 16th  St.. 
Salford.  85546. 

GREENLEE:  Lyle  FI.  Boyea,  M I)..  President,  Morenci  Hospital, 
Morenci.  85540;  Roberto  A.  Dinglasan.  M.D  . Secy.,  Morenci 
Hospital.  85540. 

MARICOPA:  Walter  R Eicher.  M.D  . President:  Max  L.  Wertz. 
M.D..  Secy.  (Society  address:  2025  N.  Central  Ave..  Phoenix. 
85004). 

MOHAVE:  Joseph  Me  Andrew.  M.D..  President.  P.O  Box  1916. 
Lake  Havasu  City.  86403;  Earl  S.  Gilbert,  M.D..  Secy.. 
Gen.  Hospital.  86401. 

NAVAJO:  Robert  J.  Halev,  III.  M.D..  President.  P.O.  Box  700. 
Holbrook.  86025;  Harry  Beckwith.  M.D..  Secy.  East  2nd  & 
Colorado  Ave.,  Winslow,  86047. 

PIMA:  James  L.  Parsons.  M.D  . President^:  Stuart  W.  Westfall. 
M.D  . Secy.  (Society  address.  2655  East  Adams  Si..  Tucson 
85716. 


PINAL:  Paul  A.  Rosborough,  M.D  . President.  1195  N.  Arizona 
Blvd..  Coolidge  8522 8:  Howard  Hvde.  M.D..  Secy  . 1023 

E Florence  Blvd..  Casa  C.tande.  AZ  85222. 

SANTA  CRUZ:  J.  S.  Gonzalez.  M I)  . President.  P.O  Box  1209. 
Nogales.  85621:  Charles  S Smith.  M.D  , Sec  \ Box  1382. 
Nogales.  85621. 

YAVAPAI  David  C Duncan.  M I)  . President.  801  Miller  Valiev 
Rd..  Prescott,  86301  John  J.  Houston.  M.D  . Sec\.  542  N. 
Hassayampa  Dr..  Prescott,  86301. 

YUMA:  Dirk  Krauenfelder.  M.D  . President.  2244  S.  Avenue  A.. 
Yuma  85364;  E.  I wood  L.  Schmidt.  M.D..  Secy..  1812  8th 
Ave-..  Yuma  85364. 


WOMAN  S AUXILIARY  TO  THE 
ARIZONA  MEDIC  AL  ASSOCIATION  1975-76 

PRESIDENT  Mrs  Howard  W Kimball  (Ella) 

IH  YY  Northview.  Phoenix  85021 

PRESIDENT-ELECT  Mrs.  George  L Hoffmann  (Julie) 

540  Mesa  Yista  Lane.  Mesa  85203 

1ST  VICE  PRESIDENT  Mrs.  Joseph  Reno  (Maude) 

621  YV  Beal  Rd..  Flagstaff  86001 

2ND  VICE  PRESIDENT  Mrs.  Arnold  Hollander  (Carol) 

75745  Sabi  no  Y ista  Dr..  Tucson  85715 

RECORDING  SECY  Mrs.  Albert  Asendorf  (Donna) 

502  F Claremont  St.,  Phoenix  85012 

TREASURER  Mrs.  Thruman  Leonard  (Ann) 

2261  E.  Glenn.  Tucson  85719 

DIRECTOR  1974-76  Mrs  Robert  Delph  (Grace) 

600  Robin  Lane.  No.  24.  Y uma  85364 

DIRECTOR  1975-76  Mrs.  Raymond  Y’aaler  (Ann) 

3621  N.  54th  Court.  Phoenix  85018 

DIRECTOR  1975-77  Mis.  Albert  Wagner  ( Helen) 

3216  L Meadowbrook.  Phoenix  85018 

CHAPLAIN  Mrs.  Sam  M.  Mackoff  (Selma) 

5343  N 23rd  St.  Phoenix.  85016 

CORRESP.  SECY Mrs.  Charles  kalil  (Ylma) 

1300  F Missouri.  Phoenix  85014 

HISTORIAN  Mrs  Melvin  Phillips  (Jean) 

1001  Norris  Rd..  Prescott  86301 

PARLIAMENTARIAN  Mrs.  Lewis  S.  Winter  (Jean) 

1714  F Rose  Lane.  Phoenix  85016 

STANDING  AND  SPECIAL  COMMITTEES 

AMA-ERF  Mrs.  Earl  Gilbert  (Vicki) 

3010  Van  Martier  Court.  Kingman  86401 

BYLAWS.  PROCEDURES.  GUIDELINES  Mrs  Paul  Jarrett  (Beverley) 

501  E.  Pasadena.  Phoenix.  85012 

COMMUNICATIONS  Mrs.  Lynn  Newman  (Joyce) 

4531  YY  Seldon  Lane.  Glendale  85302 

COMMUNITY  HEALTH  Mrs.  Gordan  Tekell  (Pat) 

1391  Gateway  Ave..  Yuma  85364 

CONVENTION  Mrs.  Ronald  Johnson  (Terry) 

532  YV  Northview.  Phoenix  85021 

FAMILY  HEALTH  Mrs.  Edward  Bryne-Quin  (Ruth) 

7081  F.  Opatas  Plate.  I ucson  85715 

FINANCE  Mrs.  John  Hayes  (Shirley) 

717  YV  El  (amino.  Phoenix  85021 

GEMS  Mis  Ronald  Kolker  (Ruth) 

6211  Camino  Almonte.  Tucson  85718 

HAMER  EDUCATION  LOAN  FUND  Mrs.  William  Biship  (Marion) 

211  W 3rd.  Globe  85501 

HEALTH  EDUCATION  Mrs.  Charles  (.  Hedges.  Jr..  (Dome) 

5227  F Fresno  Dr..  Phoenix  85018 

HEALTH  MANPOWER  Mrs  Luis  Tan  (Mary  Jo) 

3510  F Nita  Rd..  Paradise  Valley  85253 

HOSTESS  Mrs.  Rex  Vaubel 

117  YV  Glenn  Dr..  Phoenix  85021 

INTERNATIONAL  HEALTH  Mrs.  J O Soderstrom  (Juanita) 

805  Prescott  Heights  Dr..  Prescott  86301 

LEGISLATION  Mrs.  John  A.  Ash  (Agnes) 

5818  N.  3rd.  Ave  . Phoenix  85013 

MEMBERSHIP  Mrs.  Joseph  Reno  (Maude) 

621  YV  Beal  Rd  . Flagstafl  86001 

PROGRAM  Mrs.  Arnod  Hollander  (Carol) 

7545  Sabino  Vista  Dr..  I ucson  85715 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 


announces  two  interdepartmental 
five-day,  comprehensive  refresher  courses 

AT  STANFORD  UNIVERSITY 


PRIMARY  CARE  OCTOBER  6-10,  1975 

FOR  FAMILY  AND  GENERAL  PRACTITIONERS,  GENERAL  INTERNISTS 

AND  GENERAL  PEDIATRICIANS 


Designed  as  a review  of  the  principles  and  procedures  involved  in  the  management  of  patients  with  problems 
commonly  encountered  in  primary  care,  the  program  includes  a morning  lecture  series  and  afternoon  elective  prob- 
lem-solving sessions,  seminars,  and  demonstrations.  Tuition  for  the  course  is  $250  with  registration  required  no 
later  than  October  3. 

General  lectures  will  cover  the  following  topics:  birth  control,  when  and  how  to  transfuse,  school  problems, 
prevention  of  heart  attack,  pre-CCU  management  of  heart  attack,  rehabilitation  after  heart  attack,  urinary  tract  in- 
fections, nutritional  anemia,  management  of  rheumatoid  and  osteoarthritis,  headache,  depression,  sleep  disorders, 
new  antibiotics,  office  management  of  diabetes,  hypertension. 

Elective  sessions  will  include:  behavior  modification:  obesity,  smoking,  alcoholism;  bones  and  joints:  neck  and 
arm  pain,  low  back  and  leg  pain,  bursitis  and  tendonitis,  athletic  injuries;  medical  emergencies:  resuscitation,  ar- 
rhythmias, drug  ingestion,  coma;  allergy:  hay  fever,  asthma,  eczema  and  urticaria;  problem-oriented  records:  the  de- 
fined data  base,  construction  of  the  problem  list,  workshop;  trauma:  hand  injuries,  face  injuries,  head  and  spine 
injuries,  chest  injuries;  dermatology:  contact  dermatitis,  bacterial  and  viral  infections,  fungal  infections,  dermatoses; 
acid-base:  acidosis,  alkalosis,  mixed  problems;  salt  and  water  problems:  water,  sodium,  potassium,  miscellaneous 
syndromes. 

Faculty  for  this  course  will  consist  of  thirty-four  physicians  of  the  Stanford  University  School  of  Medicine. 

INTENSIVE  CARE  NOVEMBER  3-7,  1975 

FOR  ALL  PHYSICIANS  INVOLVED  IN  THE  CARE  OF  THE  CRITICALLY  ILL 

OR  INJURED  PATIENT 

This  course  will  review  in  detail  the  current  status  of  management  principles  and  procedures  applicable  to  criti- 
cally ill  and  critically  injured  persons.  Topics  of  general  interest  will  be  covered  in  morning  lectures,  with  the  after- 
noon program  offering  a choice  of  problem-solving  sessions  and  seminars  and  demonstrations  in  specialized  topics. 
Twenty-nine  Stanford  University  School  of  Medicine  faculty  members  will  participate. 

General  lectures  will  cover:  hemodynamic  monitoring,  antiarrhythmic  drugs,  surgery  for  ischemic  heart  disease, 
respiratory  failure:  pathophysiology-manifestations  and  management,  the  practical  use  of  ventilators,  clotting  mecha- 
nisms, common  bleeding  problems:  congenital-acquired,  diabetic  ketoacidosis  and  hyperosmolar  coma,  lactic  aci- 
dosis, coma,  thromboembolism,  drainage  of  the  urinary  tract. 

Elective  sessions  will  include:  EKG  problems:  acute  myocardial  infarction,  tachyarrhythmias,  bradyarrhythmias, 
changes  in  severe  illness;  blood  gas  and  acid-base  problems:  respiratory  acidosis  and  alkalosis,  metabolic  acidosis, 
metabolic  alkalosis,  oxygen  transport;  salt  and  water  problems:  water,  sodium,  potassium,  miscellaneous  syndromes; 
acute  myocardial  infarction:  cardiogenic  shock,  arrhythmias,  emergency  surgery,  acute  rehabilitation  in  CCU;  ICU 
methods:  resuscitation,  ventilator  workshop,  central  venous  pressure  and  arterial  catheters,  pacemakers;  trauma: 
injuries  to  the  face,  injuries  to  the  chest,  injuries  to  the  head  and  spine;  neonatal  crises:  neonatal  asphyxia,  respiratory 
distress  syndrome,  sepsis,  metabolic  crises  in  the  newborn;  ICU  management  problems:  use  of  blood  components, 
acute  renal  failure,  antibiotics  in  septic  crises,  hyperalimentation. 

Tuition  for  this  course  is  $250  with  registration  required  no  later  than  October  31.  Early  registration  is  advisable 
as  this  course  has  been  oversubscribed  in  previous  years. 


Clip  and  mail  to:  OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

Stanford  University  School  of  Medicine,  Room  TA145,  Stanford,  California  94305 

PRIMARY  CARE  October  6-10,  1975 

Please  enroll  me  ($250  check  enclosed)  Please  send  brochure 

INTENSIVE  CARE  November  3-7,  1975 

Please  enroll  me  ($250  check  enclosed)  Please  send  brochure 


NAME  

Last 

ADDRESS  


First  (please  print) 


Specialty 


ZIP 


(Checks  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE) 


Future 

Medical  Meetings 


CONTINUING  MEDICAL  EDUCATION 


THE  FOLLOWING  INSTITUTIONS  HAVE  RECEIVED  ArMA  ACCREDITA- 
TION FOR  CONTINUING  MEDICAL  EDUCATION. 


ARIZONA  STATE  HOSPITAL,  PHOENIX 

GOOD  SAMARITAN  HOSPITAL,  PHOENIX 

MARICOPA  COUNTY  GENERAL  HOSPITAL,  PHOENIX 

ST.  LUKE'S  HOSPITAL  AND  MEDICAL  CENTER,  PHOENIX 

ST.  JOSEPH’S  HOSPITAL  AND  MEDICAL  CENTER,  PHOENIX 

TUCSON  HOSPITALS  MEDICAL  EDUCATION  PROGRAM,  TUCSON 

VETERANS  ADMINISTRATION  CENTER,  PRESCOTT 

CONTINUING  MEDICAL  EDUCATION  ACTIVITIES  SPONSORED  BY  THESE 
INSTITUTIONS  RECEIVE  CATEGORY  1 CREDIT  FOR  THE  ArMA  CER- 
TIFICATE IN  CONTINUING  MEDICAL  EDUCATION  AND  THE  AMA  PHYSI 
CIAN'S  RECOGNITION  AWARD. 


GLENDALE  SAMARITAN  HOSPITAL 

7 A.M.  Second  Tuesday  Each  Month 
Conference  room 

July  8 — Ominous  Hematuria 

Sept.  9 — Renal  Failure  — Indications  for  Dialysis 

Oct.  1 4 — Current  Treatment  of  Congestive 
Heart  Failure 

Nov.  1 1 — Evaluation  of  the  Patient  with 
Peripheral  Vascular  Disease 

Dec.  9 — Current  Concepts  in  Anesthesia 

SPONSOR:  Glendale  Samaritan  Hospital 

CONTACT: 

Antonio  Toraya,  M.D.,  FACS 
4550  N.  51st  Ave. 

Phoenix,  AZ  85031 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


DEPRESSION  WORKSHOP 

(MEDCOMP  PROGRAM) 

August  28,  1 975 

Magma  Copper  Hospital,  San  Manuel,  AZ 

SPONSOR:  Magma  Copper  Hospital 
CONTACT: 

R.  P.  Brower,  M.D. 

P.  O.  Box  L 

San  Manuel,  AZ  85631 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


HYPERTENSION  WORKSHOP 

(MEDCOMP  PROGRAM) 

August  28,  1 975 

Magma  Copper  Hospital,  San  Manuel,  AZ 

SPONSOR:  Mag  ma  Copper  Hospital 
CONTACT: 

R.  P.  Brower,  M.D. 

P.  O.  Box  L 

San  Manuel,  AZ  85631 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DEPRESSION  WORKSHOP 

(MEDCOMP  PROGRAM) 

September  11,1  975 
New  Cornelia  Hospital,  Ajo,  AZ 

SPONSOR:  New  Cornelia  Hospital 
CONTACT: 

C.  B.  Daniel,  M.D. 

New  Cornelia  Hospital 
Ajo,  AZ  85351 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DEPRESSION  A PRACTICAL  APPROACH 

September  18,  1975 
Little  American  Motel,  Flagstaff,  AZ 

SPONSOR:  Coconino  County  Medical  Society 

CONTACT: 

Joseph  N.  Reno,  M.D. 

120  West  Fine  Ave. 

Flagstaff,  AZ 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


NEW  MEXICO  MEDICAL  SOCIETY 
THE  MENTAL  RETARDED  IN  THE  COMMUNITY 

September  30,  October  1,  1975 
Hilton  Inn,  Albuquerque 

SPONSOR:  New  Mexico  Medical  Society 

CONTACT: 

Ms.  Carole  Gorney 

Los  Lunas  Hospital  and  Training  School 
P.  O.  Box  208 

Los  Lunas,  New  Mexico  87031 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


AMERICAN  COLLEGE  OF  PHYSICIANS 
ARIZONA  REGIONAL  MEETING 

October  31,  November  1,  1975 
Doubletree  Inn,  Tucson,  AZ 

SPONSOR:  American  College  of  Physicians 

CONTACT: 

James  Parson,  M.D. 

5100  E.  Grant  Rd. 

Tucson,  AZ  85712 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THIRD  ANNUAL  SEMINAR  - ASCPT 

October  3,  4,  1 975 
Sunburst  Hotel,  Scottsdale,  AZ 

SPONSOR:  Arizona  ASCPT 
CONTACT: 

Linda  Bouchard,  R Pt 
Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 

Phoenix,  AZ  85006 

Approved  for  1 1 elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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PEDIATRIC  AND  ADOLESCENT 
ECHOCARDIOGRAPHY 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 


November  14-16,  1975 
Arizona  Medical  Center 
Main  Auditorium,  First  Floor 
Tucson,  AZ 

SPONSOR:  U.  of  A.  Pediatrics  Department 

CONTACT: 

Drs.  Goldberg,  Allen  and  Sahn 
1501  North  Campbell 
Tucson,  AZ  85724 

Approved  for  24  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


23RD  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES 
& MEXICO 

October  8,  9,  10,  11,  1975 
San  Francisco  Hilton  & Tower  Hotel 
San  Francisco,  CA 

SPONSOR:  Medical  Society  of  the  United  States  and  Mexico 

CONTACT: 

Mrs.  Virginia  E.  Bryant 
Executive  Secretary 
333  West  Thomas  Rd.,  Suite  207 
Phoenix,  AZ  85013 


THIRD  ANNUAL  SYMPOSIUM 
of  the  BARROW  NEUROLOGICAL  INSTITUTE 

Camelback  Inn,  Scottsdale,  AZ 
February  5 - 7,  1 976 

SPONSOR:  B arrow  Neurological  Institute 

CONTACT: 

Richard  A.  Thompson,  M.D.,  Division  of  Neurology 

Barrow  Neurological  Institute 

St.  Joseph's  Hospital  & Medical  Center 

350  West  Thomas  Road 

Phoenix,  AZ  85013 

Approved  for  15  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  SYMPOSIUM 
FOR  NUCLEAR  MEDICINE  TECHNOLOGISTS 

November  1 , 2,  1 975 
Ramada  Inn,  Tuscon,  AZ 

SPONSOR:  Society  for  Nuclear  Medicine 
CONTACT: 

Sharon  D.  Barrow,  R.T. 

David  L.  Lilien,  M.D. 

Dept,  of  Nuclear  Medicine 
Veterans  Administration  Hosp. 

Tucson,  AZ  85723 

Approved  for  10  elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


Last  Tues.  of  Month 
Plaza  International,  Tucson,  AZ 

SPONSOR:  U of  A Medical  Center,  Dept,  of 
Radiology 

CONTACT:  Irwin  M.  Freundlich,  M.D. 

Arizona  Medical  Center 
Dept,  of  Radiology 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GRAND  ROUNDS  MEDICAL  & SURGICAL 

Each  Thursday  7 a.m.-8  a.m. 

St.  Mary's  Hospital,  Trek  Room,  Tucson,  AZ 

SPONSOR:  Departments  of  Medicine,  Family  Practice, 
and  Surgery 

CONTACT:  Jack  D.  Nestor,  M.D. 

Clinical  Laboratory 
1601  W.  St.  Mary's  Rd. 

Tucson,  AZ  85703 

Approved  for  1 required  hour  per  round  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


BI-MONTHLY  MEDICAL  EDUCATION  SEMINAR 

Every  other  Wed.  AM 
Begin  7/3/74 

Maryvale  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Medical  Staff  Maryvale  Hospital 

CONTACT: 

Thomas  J.  Groves,  M.D. 

6037  W.  Elm  St. 

Phoenix,  AZ  85033 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuiing  Medical  Education. 


CAMELBACK  HOSPITAL  CLINICAL  CONFERENCE 

3rd  Tuesday  monthly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
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PATIENT  STAFFING  CONFERENCE 


FAMILY  PRACTICE  CONFERENCE 


Three  times  weekly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  conference  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


MORBIDITY  & MORTALITY  CONFERENCE 

2nd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

../ONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  PATHOLOGICAL  CONFERENCE 

4th  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Director  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


MEDICAL  GRAND  ROUNDS 

3rd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


1 st  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave 
Phoenix,  AZ  85015 

Approved  for  1 V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ  85724 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m. 

Room  4410,  Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

H.  E.  Cross,  M.D.,  Ph.D. 

Arizona  Medical  Center 
Dept,  of  Surgery 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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PULMONARY  FUNCTION  DIAGNOSTIC 

SERVICES 

An  Outpatient  Pulmonary  Function  Laboratory  Facility 
under  direction  of  pulmonary  specialists 

offering : 

• SPIROMETRY  (routine) 

• SPIROMETRY  (before  and  after  bronchodilator  therapy) 

• LUNG  VOLUMES 

•ARTERIAL  BLOOD  GASES  (at  rest  and  treadmill  exercise) 

Studies  may  be  scheduled  by  calling:  257-9195 

Address:  Suite  A-8 

1130  East  McDowell  Road 
Phoenix,  Az.  85006 
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YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 

why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

™JS  PLAGUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE  • 
SCOTTSDALE,  ARIZONA  §5251  * 
(602)  945-9331 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Director*:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Emergency— our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 

(602)  254-7150 


Samaritan  Health  Service 

Phoenix,  Arizona 
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INDIVIDUAL  RETIREMENT  ACCOUNT 


A new  law  now  permits  doctors  and  other  self-employed 
persons  to  save  up  to  $1,500  per  year  in  their  own  in- 
dividual retirement  income  account.  The  amount  you  save 
is  fully  tax  deductible  and  there  is  no  tax  on  interest  ac- 
cumulation. 

A life  insurance  annuity  is  a sensible  way  for  you  to  fund 
your  own  retirement  account,  because  it  provides  guaran- 
teed values  and  competitive  interest  rates. 

HBA  Life  is  a Best  Recommended  Arizona  Life  and  Health 
Company.  We  have  shared  interest  with  the  Arizona 
Medical  Profession  since  our  founding  in  1944. 

Let  us  assist  you  in  providing  for  your  protection  and 
retirement  income  needs.  Call  or  write  us.  We  will 
prescribe  what's  best  for  your  retirement  program! 
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Quality  protection 

Association  approved  & recommended 


1 .  These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 


2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances ...  a substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 


Charles  A.  deLeeuw  and  Assoc. 
3424  N.  Central  Ave. 

Phoenix,  Az.  85012 
248-8500 


Ronald  Deitrich 

2030  E.  Broadway,  Suite  9 

Tucson,  Az.  85719 

792-1020 


tfledical  Center  'X-tfaif  and  Clinical  Xaberaterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster , M.D.,  F.A.C.R. , F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


a sTrucTureo  proGraM 

For  THE  P3T1ENT. 


Every  detail  for  the 
patient's  well-being 
is  carefully  planned 
and  evaluated  in 
conjunction  with 
his  personal  physician 


camelback  hospital 

5055  north  thirty-fourth  street 

phoenix,  arizona  85018 


• O 


A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 

CONTINUES  TO  OFFER 

A FIVE  YEAR  GUARANTEE 
PLUS  ADDITIONAL  COVERAGE 


Call  for  up  to  date  information 


Your  full-service,  all-lines  independent  agencies 
offer  total  risk-management  programming  and 

estate  planning. 

Tucson  and  Southern  Arizona  Phoenix  and  Northern  Arizona 

Patzman-Allen-Lamb  & Associates  Burns-Harrelson-Burns 

5902  East  Pima  5045  North  12th  Street 

Tucson  85712  Phoenix  85014 

Phone  885-2375  Phone  266-441 1 


The 


TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 
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10  minutes  ago 
everyone  drank  to 
Harryb  health. 

Then  gave  him  black  coffee 
so  he  could  drive  home. 

They  thought  it  would  sober  him 
up.  It’s  one  of  the  myths  about  drink- 
ing and  driving  that  most  people  live 
by— and  some  people  die  by.  Like 
the  myths  that  just  a couple  of  drinks, 
a few  beers  or  a little  wine  won’t 
affect  driving.  That  a cold  shower 
will  help. 

Most  people  aren't  alcoholics  or 
problem  drinkers.  And  they  know 
better  than  to  drive  while  drunk.  Yet 
they  don 't  know  that  safe  driving 
ability  is  gone  long  before  signs  of 
intoxication  appear. 

Unfortunately,  they  often  won’t 
listen  to  family  or  friends,  who  may 
not  have  the  facts  in  any  case. 

But  they  will  listen  to  you— the  health  care  professional.  They  respect  you, 
your  knowledge,  your  motives.  You  have  the  facts  that  can  save  lives.  Information,  not 
medication,  will  reduce  the  leading  cause  of  death  among  high  school  students  — traffic 
crashes.  Information  will  equip  adults  who  frequently  are  in  situations  where  drinking  is 
followed  by  driving,  to  help  themselves  and  each  other.  But  the  information  has  to 
come  from  someone  they’ll  believe— from  you. 

You  can  help  educate  the  public  you  care  for.  We’ll  help  you.  For  new  literature  on 
alcohol  abuse  and  driving, write  to:  Drunk  Driver,  Dept.  M.D.,  Box  2345, 

Rockville,  MD  20852. 


They’ll  listen  to  a pro.  © 

U.S.  DEPARTMENT  OF  TRANSPORTATION  • NATIONAL  HIGHWAY  TRAFFIC  SAFETY  ADMINISTRATION 
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Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 


Classified 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


FREE  RADIO  EQUIPPED  DELIVERY 

<tfn  *^cottsdale  call 
Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1st  National  Bank 


Open  'til  10  p.m.  daily  — 9 p.m.  Sundays 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE,  INC. 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


Since  /920” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 
THE  SsaaS  STORE 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


ROTARY  FILES  BARGAIN 

ONLY  2 UNITS  LEFT  AT  THESE  PRICES 


1 - 5 Tier  unit $500.00 

1 - 6 Tier  unit $600.00 


Act  now  to  equip  your  office  with  these  time 
and  space  saving  rotary  "Lazy-Susan"  files. 
Each  tier  will  accomodate  approximately  4 
standard  drawers  of  folders.  Call:  Phoenix 
265-4729. 
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ATTENTION  PHYSICIANS 

PRIVATE  OWNER  IN  PHOENIX  LIQUIDATING 
New  N.E.  Shopping  Center  (C-2)  90%  rented 
$275,000  - $50,000  down. 

12-Plex.  New  N.E.  apartment  complex 
$155,000  - $15,000. 

Almost  new  Spanish  style  office  building 
(West  McDowell  Road).  Perfect  medical  offices 
plus  ownership  at  unbelievably  low  price  with 
best  terms.  Call:  956-8660  days,  992-8674 
evenings  and  weekends. 


OPPORTUNITY  AVAILABLE 

TEXAS.  Career-oriented  FT  emergency  physi- 
cians with  traum  experience  wanted  for  new, 
dynamic,  well  equipped  hospital  in  high 
growth  area  of  El  Paso,  city  of  400,000.  Guar. 
Min.  $50,000  with  growth  potential.  Hospital 
base  site  for  para-medic  station.  Contact: 
T.  Shelton  Powers,  M.D.  or  Lorene  Watson, 
Medical  Staff  Secretary,  Eastwood  Hospital, 
10301  Gateway  West,  El  Paso,  Texas  79925 
(915)  592-0261,  ext.  1222  or  (915)  592-9183. 


SEEKING  LOCATION 

51  year  old,  board  certified  family  practicioner; 
limited  Arizona  license;  18  years  experience  in 
large  inner  city  solo  practice  in  the  Northeast 
intends  to  relocate  in  South  Western  Arizona 
and  would  like  to  join  group  practice  or  form 
association.  Contact:  R.  A.  Valatten,  M.D.,  346 
Roseville  Ave.,  Newark,  N.J.  07107. 


OPPORTUNITY  AVAILABLE 

One,  two,  or  three  obstetricians-gynecologists 
needed  (at  least  one  as  soon  as  practicable) 
for  association  with  solo  OB-GYN  in  Texas. 
Reply  with  CV  and  kind  of  practice  you  are 
looking  for.  Honesty  and  compassion  are 
requisites.  Prefer  physicians  who  aren't  ori- 
ented toward  pregnancy  termination.  Write 
Box  15  Arizona  Medicine,  810  W.  Bethany 
Home  Road,  Phoenix,  AZ  85013. 


Interstate  Flight,  Assault  To  Murder,  Attempted  Burglary 

WANTED  BY  FBI 


BILLY  DEAN  ANDERSON 


ALIASES:  Bill  Dean  Anderson,  Billie  Dean  Anderson,  James  Foster,  William  David  Upchurch 


DESCRIPTION 

AGE:  40,  born  July  12,  1934,  Fentress  County,  Tennes- 
see (not  supported  by  birth  records) 

HEIGHT:  5’8”  EYES:  blue  or  green 

WEIGHT:  160  to  170  pounds  COMPLEXION:  fair 

BUILD:  stocky  RACE:  white 

HAIR:  brown  NATIONALITY:  American 

OCCUPATIONS:  artist,  mechanic,  laborer,  tree  surgeon, 
farmer 

SCARS  AND  MARKS:  scar  across  nose,  scar  left  side 
of  forehead,  surgical  scar  right  side  of  stomach, 
surgical  scar  lower  spine 

REMARKS:  reportedly  wears  braces  on  both  legs  and 

suffers  from  atrophy  of  legs 

SOCIAL  SECURITY  NUMBER  USED:  314-36-7484 

CRIMINAL  RECORD 

Anderson  has  been  convicted  of  robbery,  carrying  a 
concealed  weapon  and  assault  with  intent  to  commit 
murder. 

CAUTION 

ANDERSON  IS  BEING  SOUGHT  AS  AN  ESCAPEE  FROM 
A TENNESSEE  JAIL,  HAS  BEEN  CONVICTED  OF  ASSAULT 
TO  MURDER  LAW  ENFORCEMENT  OFFICERS.  ON  AT 
LEAST  THREE  OCCASIONS  HIS  SHOOTING  AT  INVESTI- 
GATING LAW  ENFORCEMENT  PERSONNEL  INCLUDED  FIR- 
ING AT  POINT-BLANK  RANGE  WHILE  EXITING  STOPPED 
VEHICLE  AND  WITH  RIFLE  FROM  AMBUSH.  CONSIDER 
.ARMED,  EXTREMELY  DANGEROUS  AND  AN  ESCAPE  RISK. 


A Federal  warrant  was  issued  on  August  8,  1974  at  Knoxville,  Tennessee,  charging  Anderson  with  unlawful  inter- 
state flight  to  avoid  prosecution  for  the  crimes  of  assault  to  murder,  attempted  burglary,  use  of  a deadly  weapon 
in  commission  of  a felony  and  habitual  criminal  statute  (Title  18,  U.  S.  Code,  Section  1074). 

Contact:  FBI  Office  2721  W.  Central  Ave. 


Phoenix,  AZ  85004 
Phone:  279-5511 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
ymptoms,  she  is  a psychoneu- 
otic  patient  with  severe 
nxiety.  But  according  to  the 
escription  she  gives  of  her 
jelings,  part  of  the  problem 
lay  sound  like  depression. 

’his  is  because  her  problem, 
lthough  primarily  one  of  ex- 
essive  anxiety,  is  often  accom- 
anied  by  depressive  symptom- 
tology.  Valium  (diazepam) 
an  provide  relief  for  both— as 
le  excessive  anxiety  is  re- 
eved, the  depressive  symp- 
3ms  associated  with  it  are  also 
ften  relieved. 

There  are  other  advan- 
ages  in  using  Valium  for  the 
nanagement  of  psychoneu- 
otic  anxiety  with  secondary 
lepressive  symptoms:  the 
isychotherapeutic  effect  of 
/alium  is  pronounced  and 
apid.  This  means  that  im- 
•rovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


2-mg,  5-mg,  10-mg  tablets 


urveillance  because  of  their  predisposi- 
on  to  habituation  and  dependence.  In 
regnancy,  lactation  or  women  of  child- 
earing  age,  weigh  potential  benefit 
gainst  possible  hazard, 
recautions:  If  combined  with  other  psy- 
hotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
loyed;  drugs  such  as  phenothiazines, 
arcotics,  barbiturates,  MAO  inhibitors 
nd  other  antidepressants  may  potentiate 
s action.  Usual  precautions  indicated  in 
atients  severely  depressed,  or  with  latent 
epression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


10  minutes  ago 

everyone  drank  to 
liarryfc  health. 


Then  gave  him  black  coffee 
so  he  could  drive  home. 

They  thought  it  would  sober  him 
up.  It’s  one  of  the  myths  about  drink- 
ing and  driving  that  most  people  live 
by— and  some  people  die  by.  Like 
the  myths  that  just  a couple  of  drinks, 
a few  beers  or  a little  wine  won’t 
affect  driving.  That  a cold  shower 
will  help. 

Most  people  aren’t  alcoholics  or 
problem  drinkers.  And  they  know 
better  than  to  drive  while  drunk.  Yet 
they  don ’t  know  that  safe  driving 
ability  is  gone  long  before  signs  of 
intoxication  appear. 

Unfortunately,  they  often  won’t 
listen  to  family  or  friends,  who  may 
not  have  the  facts  in  any  case. 

But  they  will  listen  to  you— the  health  care  professional.  They  respect  you, 
your  knowledge,  your  motives.  You  have  the  facts  that  can  save  lives.  Information,  not 
medication,  will  reduce  the  leading  cause  of  death  among  high  school  students— traffic 
crashes.  Information  will  equip  adults  who  frequently  are  in  situations  where  drinking  is 
followed  by  driving,  to  help  themselves  and  each  other.  But  the  information  has  to 
come  from  someone  they’ll  believe— from  you. 

You  can  help  educate  the  public  you  care  for.  We’ll  help  you.  For  new  literature  on 
alcohol  abuse  and  driving , write  to:  Drunk  Driver,  Dept.  M.D.,  Box  2345, 

Rockville,  MD  20852. 


They’ll  listen  to  a pro.  0^ 
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PreSun 

(5%  PABA  LOTION) 

may  help  prevent 

harmful  effects  of  the  sun 
such  as  premature  aging 
of  skin  and  skin  cancer.  * 


(5%  PABA  LOTION) 

FOR  SUN-SENSITIVE  SKIN 


PREVENTS  SUNBURN 
PERMITS  TANNING 
May  help  prevent  harmful  effects 
of  the  sun  such  as  premature 
aging  of  skin  and  skin  cancer 


•Information  on  file  at 
Westwood  Pharmaceuticals  Inc. 


IHeSTUiOOD 

PHARMACEUTICALS  INC. 
Buffalo,  New  York  14213 


©1974.  W.  P.  Inc. 


Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema.  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty. 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contraindications:  Children  14  years  or  less: 
senile  patients;  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion; thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug; 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug.  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS, 
adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient's weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis, fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement. 

(BJ98-146-070-J (10/71) 

For  complete  details,  including  dosage,  please 
see  lull  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley.  New  York  10502 

BU  10259 


AUMEwMkC  Scrapbook 
of  Vitamin  Facts  & Fallacies 


The  Indian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucose!  Hence  they 
must  obtain  their  vitamin  C from  exogenous  sources. 


De  Joinville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food  The  disease  he 
described  was  probably  scurvy. 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking1 


A 1965  U.S.D.A.  survey  revealed 
that  American  diets  were  lower  in 
vitamin  C than  they  had  been  10 
years  earlier! 


Available  on  your 
prescription  or 
recommendation 

MUEEvtoC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee®withC 


MULTIVITAMINS 


Each  capsule  contains 
Thiamine  mononitrate  (B.)  15  mg  1500' 
Riboflavin  (B<)  10  mg  83*' 

Pyndo«me  hydrochloride  (B.)5  mg  ’ 
Niacinamide  50  mg  500' 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vitamin  C)  300  mg  1000' 


30  CAPSULES 


AH-ROBINS 


A. II.  Robins  Company,  Richmond.  Va.  2.T22(iy!|,|_|J 


each  tablet, 
capsule  or5cc 
teaspoonful 
of  elixir 
(23%  alcohol) 


each 
Donnatal 
No  2 


hyoscyamine  sulfate  0 1037  mg  0 1 037  mg 

atropine  sulfate  0,0194  mg  0.0194  mg 

hyoscine  hydrobromide  0.0065  mg  0.0065  mg 

phenobarbital  (K  gr.)  1 6.2  mg  (H  gr.)  32.4  mg 

(warning  may  be  habit  forming) 


each 
Extenlab 
0.31 1 1 mg. 
0 0582  mg 
0 01 95  mg 
(%  gr.)  48.6  mg 


Brief  summary.  Adverse  Reactions  Blurring  of  vision,  dry  mouth 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage  Contraindications 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients 

^ ^ f^0 BINS  A H Robins  Company  Richmond  Virginia  23220 


3 Found  useful  in  the  management  of  vertigo"  associated  with 
liseases  affecting  the  vestibular  system. 

: Can  relieve  nausea  and  vomiting  often  associated  with  vertigo: 

3 Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 
3 Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
:ablets,  for  dosage  convenience  and  flexibility. 

3 Antivert/25  (meclizine  HC1)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences —National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation.  


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
:eratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
ias  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
cg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications!' 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rafe  occasions,  blurred 
vision  have  been  reported.  fD 

More  detailed  professional  information  available  on  llV^wrilVS 


request. 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Antivert25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


. 

. #0* 


Would  sleep  witl| 
fewer  nighttime 

awakenings  I 

benefit  your  ! 

patients  with  | 

insomnia? 


Highly  predictable  results 
for  your  patients  with  trouble 
staying  asleep... 

. . . can  be  obtained  with  Dalman< 
(flurazeparn  HC1).  As  shown 
below,  Dalmane  significantly 
reduces  nighttime  awakenings:1"4 


Average  Number  of  Nighttime  Awakenings1'4 

(Four  Geographically  Separated  Sleep  Researcl 
Laboratory  Clinical  Studies,  16  Subjects) 
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(Decreased  31.4%) 
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Dalmane 

(flurazeparn  HCI) 
30  mg  nights 


And  for  those  with  trouble 
lling  asleep  or  sleeping 
Ing  enough... 

...Dalmane  (flurazepam  HC1) 
i >o  delivers  excellent  results. 
Unically  proven  in  sleep  research 
boratory  studies:  on  average, 
pep  within  17  minutes  that  lasts 
1 o 8 hours.5 

Dalmane  (flurazepam  HC1) 
i relatively  safe,  seldom 
iiuses  morning  “hang-over!!. 

...  and  is  well  tolerated.  The 
.ual  adult  dosage  is  30  mg  h.s., 
it  with  elderly  and  debilitated 
itients,  limit  the  initial  dose  to 
i mg  to  preclude  oversedation, 
zziness  or  ataxia.  Evaluation  of 
assible  risks  is  advised  before 
■escribing. 
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efore  prescribing  Dalmane  (flurazepam 
Cl),  please  consult  complete  product 
iformation,  a summary  of  which  follows: 

idications:  Effective  in  all  types  of  insomnia 
taracterized  by  difficulty  in  falling  asleep, 
equent  nocturnal  awakenings  and/or  early 
torning  awakening;  in  patients  with  recurring 
isomnia  or  poor  sleeping  habits:  and  in 
:ute  or  chronic  medical  situations  requiring 
;stful  sleep.  Since  insomnia  is  often  transient 
nd  intermittent,  prolonged  administration  is 
snerally  not  necessary  or  recommended, 
ontraindications:  Known  hypersensitivity 
) flurazepam  HC1. 


Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase.  Paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HC1. 


Depend  on  highly 
predictable  results 
with 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

specifically  indicated 
for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  within  17  minutes,  on  average 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose. 
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The  idea  of  a so-called  patien 
package  insert  has  been  around  fc 
a long  time.  Many  physicians  alrea 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  Ar 
some  physicians  give  verbal  instru 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex 
ercises.  I have  seen  patients  sit  wit 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there 
fore  do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  packag 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  e 
extension  of  drug  labeling. 


The  benefits  of  patient  involvement 

Many  physicians  may  not  rea 
ize  how  frequently  a patient  obtain 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  An 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  han; 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre 
scription,  is  a bill. 

As  an  educator  I am  impresse 
by  the  principle  that  the  best  way  t( 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  a 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi-; 
cal  terms  to  describe  complication: 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa 
tient— particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright  1 
and  confusion  by  the  language. 

On  the  positive  side,  a packag 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligatior 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be  j 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don't  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 
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A NEW  DIAGNOSTIC  SIGN  OF 
PULMONARY  EMBOLI  AND  THROMBI 


SAMUEL  L.  COHEN,  M.D. 


As  most  physicians  are  now  aware,  the 
incidence  of  pulmonary  emboli  is  more 
frequent  than  hitherto  suspected.  The  routine 
chest  film  findings  have  not  proven  to  be  a 
reliable  guide  in  the  diagnosis  of  this  disease. 
Until  now  the  most  often  mentioned  findings  in 
pulmonary  embolic  phenomena  (i.e.  without 
areas  of  actual  infarct)  have  been  localized 
enlargement  of  the  hilar  vascularity,  unilateal 
or  regional  peripheral  hypovascularity, 
segmental  areas  of  discoid  atelectasis  and 
right  ventricular  dilatation  (Note:  Occasionally 
a thrombus  will  calcify  but  this  is  obviously  not 
an  early  finding).  None  of  the  above 
observations  are  constant  and,  even  when 
present,  may  be  so  subtle  as  to  defy 
recognition  without  the  benefit  of  previous 
comparison  examinations. 

The  new  sign  here  described  will  hopefully 
further  our  ability  to  suspect  the  diagnosis  of 
pulmonary  emboli  on  the  plain  chest  film. 
Obviously,  this  sign  is  not  expected  to  prove 
the  diagnosis,  but,  if  properly  applied,  may 
lead  to  further  more  refined  studies  (e.g. 
nuclear  scans  and  pulmonary  angiography) 
which  can  verify  the  diagnosis. 


ABSTRACT 

A new  sign  is  presented  which  we  feel  will  aid 
considerably  in  presumptive  diagnosis  of 
pulmonary  embolic  and  thrombolic  phenomena. 
Primarily  this  is  a transient  engorgement  of  the- 
perihilar  vessels  and  because  of  the  surrounding 
ischemia  these  vessels  have  a shot-like  or  buck- 
shot-like  appearance  in  the  hilar  and  perihilar 
lung  fields. 

KEY  WORDS 

Pulmonary  embolus  — New  sign. 

Pulmonary  thrombosis  — New  sign. 

The  diagnosis  of  pulmonary  embolic  and 
thrombotic  phenomena  has  been  always  a rather 
difficult  and  an  inexact  problem  clinically, 
radiologically,  on  pulmonary  angiography  and 
on  lung  scanning.  The  usual  sign  of  a roughly 
triangular  peripheral  infiltrate  pointing  toward 
the  hilum  has  been  well  documented  and  is  a 
fairly  reliable  sign  when  observed,  although  the 
reverse  that  the  large  end  of  the  infiltrate  can  rest 
against  the  hilum  is  apparently  equally  true.1  The 
clinical  signs  and  symptoms  of  pulmonary 
embolic  phenomena  such  as  chest  pain,  fever, 

I nun  \ A IIospii.il  Till  Si  Kr  Indian  School  Road.  (Rtpiini  requests 
lo  I)i  Cohen.  SOD  V Isi  Aw  ..  Phoenix.  A/) 


ARIZONA  MEDICINE 


Case  1 


While  male,  46  years  old,  entered  the  hospital  with  pain  in 
the  left  chest,  hemoptysis,  cough  and  left  hilar  infiltrations. 
Perihilar  vasculature  appeared  engorged  and  the  end-on 
vessels  in  the  hilar  areas  had  the  shot-like  appearance 
described. 

Case  1,  Figure  1 

Clinical  findings  confirmed  the  pulmonary  embolus  diag- 
nosis. Note  the  perihilar  densities. 


Case  1,  Figure  2 

Patient  recovered.  The  perihilar  “shot-like”  vascular  shadows 
cleared. 


Case  2,  Figure  1 

Elderly  white  male,  admitted  to  the  hospital  with  acute  con- 
gestive cardiac  failure.  The  \-ray  showed  the  typical  picture  of 
pulmonary  edema  with  congestion  and  note  the  absence  of  the 
sharply  outlined  hilar  vascular  patterns  described  previously. 


Case  2,  Figure  2 

Recovery  of  the  congestive  changes  after  therapy. 
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cough,  hemoptysis  oi  iriction  mb  and  the 
occasional  rise  in  bilirubin  has  been  fairly  well 
doc  utnented. 

In  our  prac  tice  ol  diagnostic  radiology,  part  of 
which  includes  the  Veterans  Administration 
Hospital.  Phoenix,  Arizona,  the  patient  age  is 
vety  frequently  above  50  years.  Pulmonary 
thrombotic  phenomena  are  fairly  frequent.  In  the 
radiologic  evaluation  and  interpretation  of  a 
number  ol  these  acutely  ill  patients  who 
complained  of  chest  pain,  shortness  of  breath, 
shoe  k.  etc  . and  in  whic  h the  e linical  diagnosis  is 
not  cleat,  it  appeared  to  us  that  certain  changes 
orem  in  the  serial  chest  films  rather  frequently. 
Spec  ifically  , these  serial  chest  films  immediately 
or  during  and  or  following  the  embolic 
phenomena  showed  a transient  increased  caliber 
and  density  of  the  hilai  and  perihilar  endon 
vascular  markings  giving  a discrete  dense  round 
buckshot-like  type  densities  in  the  hilar  and 
perihilar  areas.  It  was  noted  that  in  patients  with 
congestive  lung  disease  secondary  to  heart  or 
renal  failureot  pulmonary  enema  this  findingdid 
not  occur.  It  is  suggested  daily  and  sometimes 
twice  daily  serial  chest  films  are  necessary  to 
show  these  vessel  c aliber  changes.  An  old  normal 
chest  film  is  also  of  great  help. 

We  feel  that  the  exact  localization  of  the 
embolus  or  thrombus  is  not  important.  It  is  of 
utmost  importance  for  the  Radiologist  to  suspect 
and  help  the  clinician  immediately  make 
diagnosis  of  pulmonary  thrombotic  phenomena 
so  that  the  clinician  can  initiate  proper  therapy. 

The  cause  of  these  changes  was  not 
immediately  apparent.  Consultation  with  the 
pathologists  in  the  hospital  brought  forth  the 
suggestion  that  perhaps  these  changes  were  not 
seen  in  pulmonary  congestion  secondary  to  heart 
failure  or  renal  disease  because  the  edematous 
lung  parenchyma  and  associated  alveolar  fluid 
obscured  these  blood  vessels  whereas  in 
pulmonary  embolic  phenomena  there  was  a 
relative  ischemia  surrounding  these  same  blood 
vessels.  Oligemia  distal  to  an  embolus  was  first 
described  by  Westermark.1 

It  is  recognized  that  even  post-mortem 
diagnosis  of  pulmonary  vascular  thrombo- 
embolic phenomena  is  difficult.  The  collecting  of 
cases  showing  clinical,  roentgen  and 
pathological  findings  of  thromboembolic 
pulmonary  disease  was  difficult. 

In  an  effort  to  see  how  frequently  this  sign 
occurred,  a retrospective  search  for  patients  with 


Case  3,  Figure  i 

Courtesy  of  THE  NEW  ENGLAND  JOURNAL  OF  MEDI- 
CINE, An  interesting  case  which  showed  beautiful  illustra- 
tions and  documented  improved  pulmonary  embolus  and  the 
films,  published  with  the  permission  of  the  author  and  THE 
NEW  ENGLAND  JOURNAL  OF  MEDICINE, very  nicely 
reveal  the  described  shot-like  end-on  blood  vessels  in  the 
perihilar  areas  associated,  in  our  opinion,  so  frequently  with 
embolic  phenomena. 


Case  3,  Figure  2 
Shows  the  gross  pathology. 


Case  3,  Figure  3 
Shows  a microscopic  section 
of  the  infarct. 


pulmonary  thrombo-embloic  phenomena  was 
made  in  the  pathology  post-mortem  files  lot  the 
past  three  years.  During  this  period,  some  25  c ases 
were  diagnosed  pathologically  . Of  these  25  c ases, 
eight  had  had  clinical  findings  and  serial  chest 
films  relating  to  the  embolic  time  sequence  of 
events.  In  four  of  these  cases  the  chest  filmsduring 
life  showed  the  rather  typical  perihilar  end-on 
(shot-like  densities)  of  the  perihilar  vessels  quite 
well.  Since  then,  a number  of  additional  patients 
have  been  seen  with  fairly  well  documented 
clinical  diagnoses  of  pulmonary  thrombo- 
embolic phenomena  which,  on  chest  films, 
showed  the  desc  ribed  signs.  We  have  had  several 
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cases,  of  course,  of  pulmonary  thrombo-embolic 
phenomena  iti  which  this  sign  was  not  present.  It 
is  recognized  that  a lordotic  chest  film  will  result 
in  some  prominence  of  theperihilarandperihilar 
end-on  vascular  shadows.  It  is  also  recognized 
that  cor  pulmonale  and  pulmonary  hypertension 
may  produce  some  of  the  findings.  In  these 
cases  findings,  however,  are  not  transitory. 

More  frequent  presumptive  roentgenograph ic 
diagnosis  of  pulmonary  emboli  and  thrombi 
should  result  from  an  increased  awareness  of  these 
changes  which  occur  in  both  pulmonary  arteries 
and  veins  and  are  felt  to  represent  both  arterial 
emboli  and  venous  thrombi. 

In  our  search  for  cases  to  document  our  theory, 
we  were  fortunate  in  finding  a very  interesting 
case  of  pulmonary  thrombo-embolic  lung  disease 
published  in  THE  NEW  ENGLAND  JOURNAL 
OF  MEDICINE.2  The  typical  roentgen  findings 
described  were  demonstrated  in  this  case  which 
had  been  presented  for  a different  condition. 
There  were  also  associated  gross  pathological  and 
slide  reproductions  of  the  embolic  phenomena. 

SUMMARY 

A new  sign  is  presented  which,  in  our  opinion, 
is  seen  rather  frequently  in  thrombo-embolic 
pulmonary  phenomena.  This  sign,  which  when 
seen,  in  our  opinion  will  give  assistance  in 
radiologic  and  clinical  diagnosis  of  pulmonary 
emboli  and  thrombi. 
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Case  1:  White  male,  46  years  old,  entered  the 
hospital  with  pain  in  the  left  chest,  hemoptysis, 
cough  and  left  hilar  infiltrations.  Perihilar 
vasculature  appeared  engorged  and  the  end-on 
vessels  in  the  hilar  areas  had  the  shot-like 
appearance  described. 
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ENDOSCOPY  IN  OBSTETRICS 
AND  GYNECOLOGY 

DAVID  PENT,  M.D. 
FRANKLIN  D.  LOFFER,  M.D. 


Endoscopic  techniques  are  dramatically 
changing  the  clinical  management  of  the 
gynecological  patient.  A brief  review  of  these 
new  procedures  is  presented,  stressing  their 
indications,  contraindications  and 
complications,  and  assessing  their  future  role 
in  gynecology. 

Ever  since  Galileo  constructed  a telescope  in 
1609  and  viewed  the  moons  of  Jupiter,  man  has 
devoted  a considerable  amount  of  time  and  energy 
to  peering  into  the  far  reaches  of  space.  Only  in 
more  relatively  recent  times  has  he  become 
interested  in  looking  inward.  Historically  the  first 
attempt  at  this  was  when  Kussmaul  induced  a 
sword  swallower  to  swallow  a hollow  tube,  in  an 
effort  to  visualize  the  interior  of  the  stomach. 
However,  when  he  looked  down  the  tube  he  saw 
nothing  but  pitch  black  darkness,  and  one  must 
assume  that  Kussmaul  was  the  first  to  discover  the 
need  for  some  method  of  distal  illumination.  In 
1878,  not  quite  one  hundred  years  ago,  Nietschze 
invented  the  cystoscope,  the  first  successful 
endoscope,  and  in  1911  the  instrument  was  first 
used  to  view'  the  peritoneal  cavity,  a procedure 
referred  to  as  either  celioscopy,  peritoneoscopy  or 
laparoscopy.  In  the  ensuing  years  the  procedure 
remained  primarily  a tool  of  the 
gastroenterologists  study  of  liver  diseases, 
despite  reports  of  its  value  in  gynecological 
diagnosis,  and  despite  the  fact  that  as  long  ago  as 
1941  Power  and  Barnes  reported  on  their 
technique  of  laparoscopic  tubal  coagulation  as  a 
means  of  sterilization.  However,  with  recent 
improvements  in  the  technique  and 
instrumentation,  laparoscopy  suddenly  burst 
forth  onto  American  gynecology  in  the  late 
1960’s.  Widespread  concern  about  population 
problems  and  family  planning,  along  with 
questions  about  the  long  range  effects  of  the  birth 
control  pills,  were  responsible  for  the  interest  in 
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laparoscopic  tubal  coagulation  as  a method  of 
interval  sterilization,  and  to  date,  this  has  been  the 
prime  indication  for  laparoscopy. 

Foremost  amongst  the  major  complications  of 
this  “Band-Aid”  surgery  are  electrosurgical 
injuries,  primarily  intestinal  burns  with 
subsequent  perforation  and  peritonitis 
necessitating  lapararotomy  and  bowel  resection. 
In  addition  there  have  also  been  abdominal  wall 
burns  at  the  trocar  insertion  sites,  as  well  as  skin 
burns  in  the  area  of  the  electrical  contact  plate. 
There  is  still  disagreement  on  the  etiology  of  these 
burns.  Some  authors  feel  that  they  represent  errors 
in  technique,  in  which  the  operating  surgeon  has 
not  paid  enough  attention  to  assure  that  bowel  is 
well  out  of  the  operative  field,  or  that  they  result 
from  coughing  and  straining  on  the  part  of  the 
patient,  pushing  the  bowel  down  into  the 
operative  field.  Another  factor  incriminated  has 
been  the  inadvertent  application  of  the  electrical 
current  at  a time  when  the  coagulating 
instrument  is  lying  within  the  abdomen.  Others 
believe  that  although  the  above  factors  may 
account  for  some  injuries,  that  enough  of  these 
bowel  burns  have  occurred  in  the  hands  of  well 
trained,  careful  operators  that  the  etiology  must 
lie  primarily  with  the  well  known  erratic 
behavior  of  the  high  frequency  currents  involved 
in  electrocoagulation.  In  any  event,  the 
seriousness  of  the  problem  has  prompted  a series 
of  technical  improvements  including  insulation 
of  the  cannulas,  the  use  of  solid  state 
electrosurgical  units,  and  the  development  of 
bipolar  electrodes  and  other  instruments. 

Two  methods  under  investigation  at  the  pres- 
ent time  are  the  band  technique,  in  which  a loop 
of  the  Fallopian  tube  is  elevated  and  small  elastic 
band  is  then  slipped  down  over  the  knuckle  of 
tube,  and  the  spring-clip  technique,  in  which  a 
closed  metal  clip  introduced  through  the 
operating  instrument  is  opened  within  the 
abdomen  and  then  closed  down  on  the  tube.  To 
date  both  of  these  techniques  have,  after  the  initial 
problems  were  resolved,  shown  a very  low  rate  of 
complications  and  high  degree  of  success  in 
preventing  pregnancy,  although  the  numbers 
involved  are  still  quite  small.  They  must  still  be 
considered  experimental.  Both  of  these 
procedures,  by  the  way,  offer  the  intriguing 
possibility  of  possibly  being  reversible,  although 
there  is  no  instance  yet  in  which  this  has  been 
attempted. 

Another  serious  complication  of  laparoscopy  is 
bleeding,  resulting  from  tears  in  the  mesosalpinx, 


from  inadequate  coagulation  of  the  tube  prior  to 
cutting  or  biopsy,  or  from  avulsion  of  the  cornual 
portion  of  the  tube  during  manipultion.  We  have 
avoided  this  complication  by  our  technique  of 
using  only  a thorough  and  extensive 
electrocoagulation  of  each  Fallopian  tube  to 
achieve  permanent  closure.  Our  experience,  as 
well  as  the  experience  of  others  indicates  that  the 
pregnancy  rate  by  coagulation  alone  is  at  least  as 
good,  if  not  better,  than  techniques  in  which  the 
tube  is  cut  or  biopsied. 

The  third  major  area  of  laparoscopic 
complication  relates  to  the  cardiovascular  and 
respiratory  systems,  and  the  changes  which  are 
induced  by  the  fixed  immobile  diaphragm,  an 
abdomen  distended  with  carbon  dioxide  and  the 
Trendelenberg  position.  Tachycardia,  cardiac 
irregularities,  hypotenion  and  even  cardiac  arrest 
have  all  been  reported.  Finally,  complications 
have  also  arisen  in  regard  to  successfully 
establishing  the  physoperitoneum,  and  also  with 
regard  to  perforation  of  bowel,  either  by  the 
needle  used  to  create  the  physoperitoneum 
or  with  the  insertion  of  the  trocar  and  cannula. 
Despite  these  complications,  the  mortality  rate 
from  a laparoscopic  tubal  coagulation  is  less  than 
our  maternal  mortality  rate.  This  is  all  the  more 
significant  when  one  considers  that  sterilization 
is  a'one  time  procedure  (hopefully),  whereas  oral 
contraceptives  and  pregnancy  involve  repetitive 
exposure. 

There  are  relatively  few  contraindications  to 
laparoscopy.  Probably  the  sole,  absolute  one  is 
intolerance  to  the  necessary  anesthesia  because  of 
serious  cardiac  or  pulmonary  disease.  The 
procedure  is  also  contraindicated,  in  a sense,  in 
cases  of  acute  abdominal  hemorrhage  and  acute 
generalized  peritonitis,  but  in  those  situations  the 
patient  needs  a definitive  surgical  laparotomy, 
and  laparoscopy  should  not  even  be  considered. 
Obesity  and  previous  abdominal  surgery  are 
considered  as  relative  contraindications,  but  in 
most  large  series  they  are  really  not  a 
contraindication  at  all.  Attention  should  be  paid 
to  umbilical  hernias,  especially  in  regard  to  the 
possibility  of  herniation  of  the  bowel  through 
the  trocar  incision  postoperatively,  but  one  need 
not  be  concerned  about  the  presence  of 
diaphragmatic  hernias.  Finally,  an  abdominally 
palpable  mass  represents  a relative  contra- 
indication. 

Even  if  laparoscopic  sterilization  was 
suddenly  abandoned,  there  will  still  be  an 
important  role  for  laparoscopy  in  the 
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management  of  the  gynecological  patient.  It  is  of 
immeasurable  value  to  us  in  the  diagnosis  of 
ectopic  pregnancy,  and  easily  permits  immediate 
subsequent  laparotomy.  The  diagnosis  of 
endometriosis,  which  was  often  missed  and  more 
often  misdiagnosed,  can  now  be  firmly 
established  prior  to  institution  of  appropriate 
therapy.  We  have  not  gone  to  routinely 
performing  a laparoscopic  examination  on  every 
patient  in  whom  the  diagnosis  of  acute  pelvic 
inflammatory  disease  is  made,  but  studies  where 
this  has  been  done  have  shown  the  clinical 
diagnosis  to  be  in  error  in  35  percent  of  the  cases. 

We  have  found  laparoscopy  to  be  invaluable  in 
resolving  our  uncertainties  and  in  allaying  the 
patient’s  fears,  especially  in  those  patients  with 
acute  and  chronic  pelvic  pain.  It  is  our  procedure 
of  choice  in  patients  who  are  not  responding  to 
treatment  and  in  those  patients  whose  symptoms 
persist  in  the  face  of  normal  pelvic  examinations. 

The  American  Fertility  Society  has  stated  that 
no  evaluation  of  an  infertile  couple  is  complete 
without  an  endoscopic  examination  of  the  pelvis, 
and  laparoscopy  is,  in  the  opinion  of  most 
gynecologists,  the  preferred  endoscopic 
technique.  We  usually  perform  the  examination 
in  the  luteal  phase  of  the  cycle,  examine  the  ovary 
for  evidence  of  ovulation  and  the  presence  of 
adhesions  and  occasionally  will  biopsy  the  ovary. 
The  tubes  are  examined,  peritubal  adhesions  can 
be  seen  and  the  patency  of  the  tubes  can  be 
determined  by  direct  visualization  of  the  dye 
coming  out  from  the  fimbriated  end  of  the  tube. 
Laparoscopy  enables  us  to  inspect  the  entire 
pelvis,  to  discover  unsuspected  pathology  and, 
very  importantly,  to  decide  if  surgery  can  offer  a 
reasonable  chance  of  success. 

HYSTEROSCOPY 

For  nearly  100  years,  since  at  least  1878, 
attempts  have  been  made  to  achieve  surgical 
sterilization  by  closing  the  uterine  ends  of  the 
fallopian  tube,  utilizing  instruments  inserted 
through  the  cervix  into  the  endometrial  cavity. 
Obviously,  the  success  rate  of  these  efforts  was 
low,  since  there  was  no  method  of  confirming  the 
placement  of  the  intrauterine  instrument.  It  was 
therefore  only  natural,  with  improvements  in 
laparoscopic  technique,  that  there  should  be  a 
reawakening  of  interest  in  hysteroscopy  and  the 
possibility  of  surgical  sterilization  under  direct 
visualization  Such  a procedure  involves  only  two 
hours  of  operating  and  recovery  time  compared  to 
three  to  six  hours  required  for  laparoscopy.  It  is 
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easily  performed  under  paracervical  block, 
instead  of  the  usual  general  anesthesia  utilized  for 
laparoscopy.  In  comparison  to  the  abdominal 
incision,  the  insufflation  of  the  abdomen  and 
possible  accessory  incisions,  all  that  is  needed  for 
hysteroscopy  is  dilatation  of  the  cervix,  and  the 
procedure  can  be  performed  easily  in  an  office 
setting. 

The  actual  procedure  is  relatively  simple,  the 
cervical  canal  first  being  dilated  to  allow  the 
passage  of  a No.  7 Flegar  dilator  and  this  is 
followed  by  the  introduction  of  the  cannula.  The 
cannula  sleeve  permits  the  insertion  of  the 
hysteroscope,  a miniaturized  laparoscope,  and 
has  accessory  channels  that  permits  both  the 
introduction  of  ancillary  instruments,  and  the 
instillation  into  the  uterine  cavity  of  whatever 
substance  is  being  used  to  dilate  the  cavity  and 
allow  visualization.  Dextran  70  is  the  agent  of 
choice,  since  this  is  not  miscible  with  blood  and 
any  bleeding  from  the  endometrium  results  in 
only  minimal  interference  with  the  telescopic 
view.  At  the  present  time,  however,  this  material 
is  available  only  on  specific  FDA  approval,  and  a 
reasonable  substitute  is  the  use  of  5 or  10  percent 
dextrose  in  distilled  water.  Carbon  dioxide  has 
been  used  by  some  investigators,  but  problems 
related  to  rapid  insufflation  of  the  gas  have  caused 
a fatality  in  at  least  one  case. 

Electrocoagulation  of  the  interstitial  portion  of 
the  tube  has  been  carried  out,  but  bowel  burns 
have  been  reported  and  subsequent  modifications 
made  in  the  instrumentation.  One  promising  area 
of  animal  experimentation  is  the  introduction  of 
various  compounds  into  the  proximal  end  of  the 
Fallopian  tube  which  form  a plug  that  can 
successfully  occlude  the  lumen,  but  that  can  later 
be  removed  with  subsequent  restoration  of 
fertility. 

LTnfortunately  the  success  rate  figures  have 
been  somewhat  disappointing  for  hysteroscopic 
sterilization.  For  one  thing  the  tubal  ostia  can 
only  be  visualized  in  approximately  95  percent  of 
the  cases,  even  in  the  best  of  hands.  Closure  is 
usually  tested  by  postoperative  hysterosalpingo- 
graphy,  and  the  closure  rate  is  approximately  85 
percent.  Of  course,  there  are  problems  in  the 
interpretation  of  the  X-rays,  both  with  regard  to 
false-negative  and  false-positive  studies,  so 
although  no  definite  comparison  can  be  made 
between  the  closure  rates  and  the  pregnancy 
rates,  certainly  they  are  not  approaching  any- 
where the  protection  afforded  by  laparoscopic 
sterilization,  the  pill  or  the  intrauterine  device. 


As  with  laparoscopy,  is  there  a role  for 
hysteroscopy  other  than  its  potential  use  in 
sterilization?  We  believe  that  the  answer  is  very 
definitely  yes.  It  can  play  a very  major  role  in  the 
evaluation  of  the  infertile  patient.  Following 
hysterosalpingography  we  have  even  found  it 
useful  in  more  precisely  localizing  submucosal 
fibroids,  and  in  clarifying  the  interpretation  of 
hysterosalpingograms,  since  the  latter  procedure, 
as  previously  indicated,  is  well  known  both  for  its 
false-positive  and  false-negative  results. 
Hysteroscopy  also  has  a role  in  gynecological 
oncology  as  illustrated  by  a recent  case  of  ours  in 
which  the  pathological  report  of  the  curettage 
specimen  showed  an  adenocarcinoma  arising 
either  from  the  endocervix  or  endometrium,  and 
proper  management  of  the  patient  was  possible 
because  of  hysteroscopic  examination  prior  to  the 
curettage  localized  the  lesion  in  the  endometrial 
cavity.  Hysteroscopy  can  be  invaluable  in  the 
patient  with  end  organ  failure,  such  as  the 
presence  of  intrauterine  synechiae  or  Asherman’s 
Syndrome,  and  in  attempts  to  locate  apparently 
lost  intrauterine  devices.  It  seems  to  the  authors 
that  gynecologists  should  consider  the  utilization 
of  hysteroscopy  as  an  office  procedure,  and 
possibly  obtaining  directed  biopsies  of  any 
lesions  in  the  same  way  that  we  are  obtaining 
colposcopically  directed  biopsies  from  the  cervix. 
This  would  seem  to  be  far  better  than  obtaining  a 
blind  endometrial  biopsy. 

FETOSCOPY 

For  the  past  fifteen  years  nothing  in  the 
amniotic  sac  has  been  considered  sacred.  The 
fluid  environment  of  the  fetus  has  been  studied 
with  regards  to  a broad  spectrum  of  genetic 
disorders,  as  well  as  for  monitoring  the  status  of 
the  fetus.  It  therefore  was  inevitable  that  the 
amniotic  sac  would  be  entered  by  one  of  the  new 
generation  of  telescopes  and  the  fetus  viewed 
directly. 

The  telescopes  which  are  used  are  small,  almost 
needle-like  in  dimensions,  ranging  between  1.7 
mm.  and  2.7  mm.,  or  slightly  more  than  a 
maximum  diameter  of  1/10  of  an  inch.  Larger 
telescopes  are  avoided  because  of  the  threat  of 
premature  labor.  We  may,  however,  be  more 
fearful  than  necessary  concerning  the  use  of  larger 
instruments,  since  many  patients  successfully 
undergo  removal  of  submucous  leiomyomas 
during  pregnancy  without  the  induction  of 
premature  labor.  The  procedure  is  performed 
either  under  local  or  general  anesthesia  and  is 


usually  accomplished  in  less  than  15  minutes.  Its 
primary  use  has  been  in  the  second  trimester,  and, 
in  fact,  the  optimal  time  is  16  to  18  weeks 
gestation,  since  the  inflexibility  of  the  instrument 
makes  it  difficult  to  see  the  entire  fetus  when  one 
goes  past  18  weeks  gestation.  Obviously,  most  of 
the  research  which  has  been  carried  out  to  date  in 
human  beings  has  been  on  patients  scheduled  for 
therapeutic  abortion. 

Fhe  visual  field  is  clear,  but  very  small,  and  it  is 
extremely  difficult  to  determine  just  exactly  what 
is  being  viewed.  The  results  in  detecting 
anomalies,  and  determining  sex  have  therefore 
been  disappointing.  However,  if  success  is 
considered  as  just  getting  into  the  amniotic  sac, 
that  occurs  50  percent  of  the  time.  It  success  is 
measured  by  seeing  and  identifying  fetal  parts, 
without  bleeding  and  other  complications,  then 
are  are  talking  about  a 20  to  25  percent  success 
rate.  Nothing  like  a 90  percent  success  rate  has 
been  achieved. 

There  are  two  primary  aeas  of  interest.  First  is 
the  aspiration  of  placental  veins — accomplished 
in  four  of  seven  cases  in  one  series  and  three  of 
eight  cases  in  another  series.  Only  a minute 
sample  of  blood  is  needed  in  order  to  have  an 
adequate  specimen  for  karyotyping — a very 
definite  improvement  over  using  amniotic  fluid 
obtained  at  the  time  of  amniocentesis  and  then 
waiting  three  or  more  weeks  for  tissue  culture.  It 
has  also  been  possible  to  obtain  a skin  biopsy 
from  the  fetus,  which  also  can  be  analyzed  in  only 
a few  days.  Other  possible  uses  of  fetoscopy  in- 
clude the  possibility  of  performing  intrauterine 
transfusion  under  direct  vision  and  the 
administration  of  drugs  directly  to  the  fetus  under 
direct  vision. 

The  main  contraindication  of  the  procedure  is, 
of  course,  a placenta  located  on  the  anterior  wall 
of  the  uterus.  Complications  include  infection 
and  direct  injuries  to  the  fetus. 

What  is  needed  are  further  studies  to  learn  the 
effect  on  the  fetus  of  manipulation,  anesthesia, 
blood  and  tissue  sampling  and  the  effect  of 
illumination  on  the  development  of  the  fetal  eye. 
Human  studies  are,  of  course,  difficult  and 
animal  studies  unfortunately  are  somewhat 
limited.  Sheep  have  a very  small  amniotic  fluid 
volume.  Old  World  monkeys  are  good,  but 
expensive,  and  Rhesus  monkeys  are  frustrating 
because  visualization  is  hampered  by  fetal  hair 
and  fur. 

Fetoscopy  remains  at  the  present  time,  purely  a 
research  tool. 
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URETHROSCOPY 

No  discussion  of  endoscopy  in  obstetrics  and 
gynecology  today  would  be  complete  without 
reference  to  urethroscopy.  As  gynecologists  we 
have  attacked  the  urethra  from  below  at  the  time 
of  anterior  colporrhaphy  and  assardted  it  from 
above  at  the  time  of  urethrovesical  suspension, 
and  so  it  is  logical  that  we  should  now  turn  our 
attention  to  the  endoscopic  visualization  of  this 
important  pelvic  structure.  Urethroscopy  and 
cystometric  studies,  utilizing  carbon  dioxide,  and 
using  fiber  optic  light  and  the  newer  telescopes, 
adds  a new  dimension  in  the  evaluation  of  the 
gynecological  patient,  especially  the  patient  with 
pelvic  pain,  dyspareunia  and  or  dysuria.  It  is 
helping  turn  our  attention  from  the  endless 
empiric  development  of  new  operations  to  correct 
stress  incontinence  and  to  focus  it  on  the  refining 
of  diagnostic  techniques,  so  as  to  offer  the 
appropriate  medical  or  surgical  treatment  to 


patients  with  urinary  tract  problems.  It  is  one  erf 
the  most  promising  fields  of  gynecological 
endoscopy. 

SUMMARY 

This  then  has  been  a brief  survey  of  our 
thinking  and  experience  on  the  current  status  of 
endoscopy  in  obstetrics  and  gynecology.  Over 
forty  years  ago  John  Ruddock,  in  describing  his 
technique  and  instrumentation  for 
laparoscopy — which,  by  the  way,  is  very  similar 
to  our  own  present  techniques  and 
instrumentation  — predicted  that  when 
gynecologists  realized  what  laparoscopy  had  to 
offer,  that  it  would  assume  the  same  place  in  the 
specialty  that  cystoscopy  holds  for  urology.  It  has 
taken  forty  plus  years,  but  we  are  indeed  entering 
a new  era  in  our  specialty,  when  endoscopic 
examination  of  the  female  reproductive  organs 
will  be  a vital  and  essential  part  of  the 
management  of  our  patients. 
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SUMMARY 

Drug  surveillance  has  not  had  wide 
physician  support  under  formats  of 
retrospective  form  filling  and  mail  in  reporting. 
In  truth,  unless  the  drug  reaction  is  major,  it  is 
not  considered  worthy  of  the  reporting  effort. 
The  program  described,  which  employs  a well- 
trained  clinical  pharmacist  represents  a 
significant  advance,  both  statistically  and  in  its 
potential  for  the  continuing  education  of  the 
prescribing  physician. 
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Pharmacology,  Tucson.  Arizona  85724 
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INTRODUCTION 

Adverse  reactions  to  drugs  have  always  been  a 
concomitant  of  therapy,  and  they  are  assuming 
increasing  importance  as  the  number  of  new 
drugs  developed  and  marketed  increases. 
Although  no  drug  is  completely  free  of  potential 
risk,  even  when  used  correctly,  new  potent, 
occasionally  live-saving  drugs  may  produce 
unwanted  (adverse)  effects  in  increased  numbers. 

Modern  research  methods  provide  physicians 
with  a large  volume  of  useful  information  on  the 
actions,  uses,  efficacy,  toxicity,  metabolism,  and 
dosages  of  drugs.  However,  clinical  trials  with 
relatively  small  numbers  of  subjects  may  fail  to 
demonstrate  important  therapeutic  or  toxic  drug 
effects.  Unexpected  pharmacologic  effects  and 
rare  adverse  reactions  frequently  are  noted  only 
after  drugs  have  been  administered  to  large 
numbers  of  patients  under  the  varied  clinical 
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conditions  found  in  normal  medical  practice. 

Various  voluntary  reporting  systems  for 
adverse  reactions  have  been  in  operation  since  the 
early  1950’s.  Over  twenty  years  of  experience  have 
demonstrated  that  these  programs  are 
inadequate.1  Underreporting  is  the  most  serious 
deficiency.  Adverse  reactions  to  drugs  are  either 
not  recognized  as  having  occurred,  or  time  is  not 
taken  to  file  the  necessary  reports.  A second 
deficiency  is  the  lack  of  data  on  total  exposure  to  a 
given  drug.  This  makes  it  impossible  to 
determine  the  frequency  of  specific  adverse 
reactions  to  specific  drugs.  A third  deficiency  is 
that  only  temporally  related  and  pharma- 
cologically reasonable  adverse  effects  are 
reported.  It  is  usually  impossible  to  determine  if 
associations  between  drugs  and  adverse  events  are 
causal  or  coincidental.  The  delayed  rash  caused 
by  ampicillin  and  the  gastrointestinal  bleeding 
attributed  to  intravenous  ethacrynic  acid  are 
examples  of  adverse  reactions  often  not  detected 
by  voluntary  reporting  programs. 

Finally,  there  are  many  deficiencies  in  the 
voluntary  reports  themselves.  Incompleteness, 
inaccuracy,  and  the  lack  of  the  patient’s  entire 
clinical  course  and  laboratory  data  makes  it 
difficult  to  assess  the  significance  of  the  reaction. 

In  contrast  to  the  voluntary  reporting 
programs,  comprehensive  prospective  drug 
surveillance  has  proved  to  be  an  effective  method 
for  detecting  and  evaluating  adverse  drug 
reactions  in  hospitalized  patients.  Nearly  all 
known  adverse  reactions  to  frequently  used  drugs 
have  been  observed,  and  the  collection  of  a wide 
range  of  data  on  each  patient  has  made  it  possible 
to  assess  the  role  of  such  factors  as  dosage, 
concomitantly  administered  drugs,  age,  sex, 
disease,  genetic  and  environmental  traits.  Since 
both  the  number  of  reactions  and  the  total 
number  of  patients  given  a drug  are  known, 
calculated  reaction  rates  are  accurate  for  the 
conditions  under  study. 

In  September,  1973,  the  Clinical  Pharmacology 
Section  of  the  University  of  Arizona  College  of 
Medicine  began  reporting  comprehensive 
prospective  drug  surveillance  information  to  the 
Boston  Collaborative  Drug  Surveillance  Program 
(BCDSP).  The  BCDSP  is  an  international 
program  with  participating  institutions  in 
Europe,  Israel,  Australia,  New  Zealand,  Canada 
and  the  United  States.  The  data  base  of  the 
BCDSP,  since  its  inception  in  1966,  includes  over 
60,000  patients.  Most  of  the  data  relate  to  medical 
inpatients.  However,  a pilot  program  at  Arizona 


Medical  Center  is  currently  studying  both 
inpatients  and  outpatients  in  pediatrics  and 
obstetrics. 

I'his  communication  will  review  the  data 
collected  at  the  Arizona  Medical  Center  utilizing 
the  data  capturing  techniques  of  the  BCDSP.  All 
data  is  subsequently  sent  to  the  Boston  group  for 
incorporation  into  their  computer  banks. 

METHODOLOGY 

The  program  at  University  Hospital  monitors 
the  medical  service  on  two  inpatient  units  with  a 
population  which  includes  hematology- 
oncology,  cardiology,  pulmonary,  GI„  and 
rheumatology-immunology  patients.  The 
patient  load  includes  approximately  20  to  30 
patients  per  day.  This  number  allows  the 
pharmacist  to  provide  the  following  services: 
review  of  each  study  patient’s  chart  on  a daily  basis 
before  the  physician  teams  arrive  for  daily  ward 
rounds.  At  this  time,  new  drug  orders  are  scanned 
and  recorded  (see  Figure  1),  progress  notes  are 
reviewed,  nurses  are  surveyed  about  their  patient 
observations,  and  laboratory  values  (see  Figures  2 
and  3)  are  reviewed  and  interpreted  in  light  of  the 
disease  status  and  the  drug  therapy.  The  clinical 
pharmacist  joins  each  medical  care  team  on  their 
patient  care  rounds  three  times  per  week. 

Suspected  adverse  drug  reactions  are  formally 
reported  (see  Figure  4)  and  brought  to  the 
attention  of  the  medical  team  for  their  opinions 
on  whether  the  suspected  event  was  drug-related. 
For  the  purpose  of  drug  surveillance,  an  adverse 
drug  reaction  is  any  unintended  or  undesired 
consequence  of  drug  therapy.  Although  it  may  be 
difficult  to  classify  a particular  drug  reaction,  a 
useful  classification  is  the  following: 

Classification  of  Adverse  Drug  Reactions 

1.  Adverse  reactions  occurring  in  normal 

patients 

a.  Overdosage 

b.  Side  effects 

c.  Secondary  or  indirect  effects 

d.  Drug  interactions 

1)  drug-drug 

2)  drug-laboratory 

3)  drug-disease 

4)  drug-food 

2.  Adverse  reactions  occurring  in  susceptible 

patients 

a.  Intolerance 

b.  Idiosyncrasy 

c.  Allergy  or  hyersensitivity 
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BOSTON  COLLABORATIVE  DRUG  SURVEILLANCE  PROGRAM 
ARIZONA  MEDICAL  CENTER 

Discharge  Sheet 


Hospital 

Number 


2 


8 


Patient  No. 


FIGURE  2 


Adm.  Date 


RESULTS  OF  PRESENT  ADMISSION: 

1.  □ Death  (date) Autopsy:  □ Yes  □ No 

2.  □ Home 

3.  □ Transfer  within  hospital 

4.  □ Transfer  to  another  hospital 

5.  D Nursing  home 

6.  □ Administrative  discharge 


Did  an  adverse  reaction  to  drug  (s)  occur  with  this  patient  ? 0.  □ No  1.  □ Yes 


ADMISSION  LAB.  DATA: 

BLOOD:  GROUP  l □ A 2 □ B 3 □ ab 


hgb 

HCT 

BUN 

B.P. 

WBC 


4 □ O 
Dlff . : 


R.H.  0 □ Neg.  1.  □ Pos.  9.  □ Unknown 


Did  any  of  the  following  occur  during  the  period  of  surveillance  ? 


01  □ Deafness 

02  □ Thrombophlebitis 

03  □ Pericarditis 

04  □ Peptic  ulceration 

05  □ G.l.  Bleeding 

06  □ Int.  Obstruction 

07  □ Hepatitis 

08  □ Nephritis 

09  □ Nephrosis 

10  □ Psychosis 


Discharge  Diagnosis 


11 

□ 

Pulmonary  embolus 

12 

□ 

Fever 

13 

□ 

Jaundice 

14 

□ 

Infection 

15 

□ 

Hypocalcemia  (significant) 

16 

□ 

Hypercalcemia  (significant) 

17 

□ 

Uric  acid  elevation  (significant) 

18 

□ 

Leukopenia  (clin.  significant) 

19 

□ 

Disturbed  liver  enzymes 

20 

□ 

Sudden  Death 

21 

□ 

Convulsions 

DATES 


[ 

3 

1. 

2. 

3. 

4. 
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FIGURE  3 

BOSTON  COLLABORATIVE  DRUG  SURVEILLANCE  PROGRAM 
ARIZONA  MEDICAL  CENTER 

ADMISSION  LABORATORY  DATA 


DATE 

HOSPITAL 
NUMBER 


2 8 


PATIENT 

NUMBER 


OF 

ADMISSION 


NAME 


1.  TOTAL  PROTEIN 

2.  ALBUMIN 

3.  TOTAL  BILIRUBIN 

4.  DIRECT  BILIRUBIN 

5.  SODIUM 

6.  POTASSIUM 

7.  CHLORIDE 

8.  C02 

9.  CREATININE 

10.  URIC  ACID 

11.  GLUCOSE 

12.  CHOLESTEROL 

13.  ALKALINE  PHOS. 

14.  SGOT  * 

15.  CALCIUM  * 

16.  PHOSPHORUS  * 

17.  G6PD 


UNITS 


Normal 

Elevated 

1. 

2. 

gm.  % 
gm.  % 
mg.  % 
mg.  % 
meq.  /I 
meq.  / 1 
meq.  / 1 
meq.  /I 
mg.  % 
mg.  % 
mg.  % 

m9-  % Name  of  Test: 


□ 


mg 


□ , 


Please  fill  in  actual  value. 


mg.  % □ meq.  /I 

% □ meq. /I  I 2 1 


Units 


NORMAL  2.  UNDET  3.  DEFICIENT  9 UNKNOWN 


*A  correction  factor  is  applied  to  these  tests 
when  appropriate  during  updating. 


ALL  BLOOD  WORK  MUST  BE  DRAWN  WITHIN  48  hrs. 


Card  No. 
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BOSTON  COLLABORATIVE  DRUG  SURVEILLANCE  PROGRAM 

ARIZONA  medical  center  Adverse  Reaction  Sheet 


Patient  Name Age Diagnosis 

Hospital  No. 


2 8 


Patient  Number 


FIGURE  4 


Describe  adverse  reaction  in  detail: 


2. 

3. 

4. 

5. 

6. 


Date  of  Onset 


No  of  Days 
F rom  Onset 


Date  Diagnosed  _ 
Date  Reported  _ 
Date  Investigated 

Drug 


Dosage Route 

Instructions Date  Started 


7.  Was  drug  order  discontinued  because  of  adverse  reaction  ? 

0 □ No  1 □ Yes 


8.  Date  discontinued 


9 Was  case  investigated  ? 

0 □ No  1 □ Yes 


INVESTIGATION 


1.  ONSET  OF  REACTION  Results  of  Diagnostic  Studies 

1 D Gradual 

2 □ Sudden 

9 CD  Unknown  


2.  SEVERITY  OF  REACTION 

1 □ Major  Fix  *or  Adverse  Reaction 

2 D Moderate 

3 CD  Minor 

9 CD  Unknown 


3.  TYPE  OF  REACTION 

1 CD  Functional 

2 D Biochemical 

3 D Structural 

4 CD  Combination 
9 CD  Unknown 

4.  SITE  OF  REACTION 

01  D Cutaneous 

02  CD  Neurological 

03  CD  Psychiatric 

04  □ Gastrointestinal 

05  D Renal 

06  CD  Hematologic 

07  □ Endocrine 

08  CD  Metabolic 

09  □ Cardiovascular 

10  □ Generalized 

11  CD  Other  - (Specify) 


12  D Combination 
99  □ Unknown 


6 HAS  PATIENT  BEEN  EXPOSED  TO 
SUSPECTED  DRUG  BEFORE? 

0 □ No 

1 □ Yes 

9 CD  Unknown 

7.  HOW  LONG  DID  ADVERSE 
REACTION  LAST? 

1 □ Less  than  one  day 

2 CD  Less  than  one  week 

3 CD  More  than  one  week 
9 CD  Unknown 

8.  MORBIDITY 

1 CD  Major 

2 CD  Moderate 

3 CD  Minor 

9 CD  Unknown 

9.  WAS  REACTION  LIFE  THREATENING  ? 

1 □ No 

2 □ Yes 

9 CD  Unknown 


5.  REACTION  WAS  DUE  TO 

08  □ Orug  interaction 

09  □ Other 

12  CD  Accidental  exposure 
99  CD  Unknown 


10.  HOSPITALIZATION  INCREASED  ? 

0 □ No 

1 □ Yes 

9 CD  Unknown 


11  ATTENDING  PHYSICIAN  S 
FINAL  IMPRESSION 

1 CD  Definite 

2 CD  Probable 

3 CD  Doubtful 

4 □ Do  not  know 
9 □ Unknown 

12.  INVESTIGATORS  FINAL  IMPRESSION 

1 □ Definite 

2 CD  Probable 

3 CD  Doubtful 

4 CD  Do  not  know 
9 CD  Unknown 

13.  OUTCOME  OF  CASE 

1 CD  Recovered  without  sequelae 

2 □ Recovered  with  permanent  sequelae 

(Specify) 


3 □ Died  from  adverse  reaction 

4 O Died,  but  not  from  adverse  reaction 

5 CD  Recovered  with  transient  sequelae 
9 CD  Unknown 

14.  ADVERSE  EFFECTS 


15.  WARD  NO. 

□ 


16.  DRUG  SHEET  NO. 


17.  LIFE  THREATENING/DEATH 
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Coffee:  Do  you  drink  daily  ? 0.  □ 1.  □ < 2 cups  2.  □ 2 - 5 cups  3.  □ > 5 cups  9.  □ Unk. 

Tea:  Do  you  drink  daily  ? 0.  □ 1.  □ < 2 cups  2.  □ 2 - 5 cups  3.  □ > 5 cups  9.  □ Unk. 

Artificial  Sweeteners:  (Saccharin,Cyclamate)  Pills  per  day  Duration:  0 □ 0-1  yr.  1.  □ 1-3  yr.  2.  □ > 3 yr. 

Diet  Drinks:  Bottles  per  day  Duration:  0 □ 0-1  yr.  1.  □ 1-3  yr.  2.  □ > 3 yr.  Card  No. 
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The  clinical  pharmacist  obtains  admitting  and 
medication  histories  (see  Figures  5 and  6)  from 
each  new  patient.  This  information  is  then 
relayed  to  the  health  care  team  as  part  of  a 
comprehensive  admission  history  and  physical 
examination  for  each  patient.  During  the  course 
of  the  patient’s  hospitalization,  the  pharmacist 
will  interview  the  patient  to  assess  the  efficacy  of 
the  therapeutic  regimen  and  determine  if  the 
patient  is  experiencing  any  effects  which  might  be 
attributable  to  his  drug  regimen.  At  time  of 
discharge,  he  is  available  to  educate  the  patient  in 
the  physician-prescribed  use  of  his  medications. 

RESULTS 

We  have  concluded  sixteen  months  of  drug 
surveillance  at  Arizona  Medical  Center.  To  date, 
1044  medical  inpatients  have  been  admitted  to  the 
study.  The  average  stay  per  admission  was  6.8 
days  with  an  average  number  of  drug  orders  per 
patient  of  sixteen.  At  the  time  of  admission,  330 
patients  (32%)  complained  of  some  previous 
adverse  effect  to  medications.  In  most  cases, 
previous  adverse  reactions  were  multiple,  with 
740  incidents  reported.  The  medications  most 
commonly  implicated  included  penicillins  (rash, 
hives,  edema,  pruritis,  and  GI  intolerance),  other 
antibiotics  (rash,  GI  intolerance,  and 
photosensitivity),  narcotic  analgesics  (bizarre 
feelings,  rash,  and  GI  intolerance),  aspirin  (GI 
intolerance  and  asthma),  iodine-containing 
drugs  (anaphylaxis)  and  corticosteroids  (signs 
and  symptoms  of  Cushing’s  Disease). 

One  hundred  eighty-seven  patients  (18%) 
were  admitted  to  Arizona  Medical  Center 
secondary  to  a drug-related  experience.  A major 
portion  of  these  included  side  effects  of  cancer 
chemotherapy,  cardiac  drugs,  corticosteroids, 
oral  anticoagulants,  and  acute  overdose  toxicity 
of  drugs  of  abuse.  These  data  do  not  include 
admissions  secondary  to  alcohol  abuse  or 
exposures  to  commercial  solvents  or  toxins. 

There  were  735  hospital-acquired  adverse 
reaction  reports  filed  for  325  patients  (31%).  Each 
report  represents  one  drug  but  can  document 
multiple  adverse  effects.  Sixty-six  percent  of  the 
735  incidents  were  considered  serious  enough  for 
the  physician  to  discontinue  or  modify  the 
original  drug  order.  Of  the  total  735  adverse 
reactions,  328  were  considered  definite,  399 
probable,  and  8 doubtful  in  the  opinion  of  the 
physician(s)  caring  for  the  patient. 

Following  is  a compilation  of  the  adverse 
reactions  reported  according  to  general  drug 
classifications: 


Number  of 


Drug  Category  Adverse  Reactions 

Antacids 

13 

Anticoagulants 

50 

Antihistamines 

7 

Antimicrobials 

116 

Autonomic  drugs 

44 

Blood  and  blood  products 

28 

Cardiac  drugs 

26 

Chemotherapeutics  (antineoplastics) 

83 

CNS  drugs 

86 

Diuretics 

93 

Fluid  and  electrolytes 

38 

Hormones 

21 

Steroids 

60 

Xanthines 

48 

Miscellaneous 

22 

TOTAL 

735 

Table  1 presents  the  actual  adverse  effects 
reported  for  each  class  of  drugs.  Seven  hundred 
eighty-one  (781)  distinct  adverse  effects  were 
reported  plus  83  group  adverse  effects  of  cancer 
chemotherapy.  Adverse  effects  of  cancer 
chemotherapy  usually  include  gastrointestinal 
symptoms,  bone  marrow  depression,  and  effects 
specific  to  the  various  agents  used.  These  adverse 
effects  are  reported  only  for  reactions  occurring 
during  the  hospitalization,  omitting  many  long- 
term adverse  effects  of  cancer  chemotherapy. 

DISCUSSION 

Some  of  these  data,  for  example  the  large 
number  of  patients  (32%)  who  reported  previous 
adverse  effects  to  drugs,  may  seem  unsettling  and 
deserve  further  discussion.  As  the  number  of  drug 
exposures  increases,  the  possibility  of 
experiencing  an  adverse  effect  also  increases.  Most 
patients  had  multiple  previous  adverse  effects 
which  may  indicate  that  these  people  had  a high 
exposure  rate  to  previously  administered  drugs 
and/or  are  in  some  way  predisposed  or 
susceptible  to  unwanted  drug  effects.  Drug 
surveillance  will  hopefully  help  to  identify  some 
of  these  predisposing  factors. 

Perhaps  the  most  surprising  fact  is  the  number 
of  hospital  admissions  related  to  a patient’s 
current  drug  use.  At  the  Arizona  Medical  Center, 
this  figure  was  18%,  far  above  the  3.7%  national 
average  reported  by  the  BCDSP.2  There  are  several 
possible  explanations  for  these  results.  First,  the 
Department  of  Medicine  treats  a large  number  of 
oncology  patients  who  present  with  various 
disorders  attributable  to  their  treatment 
(leukopenia  with  or  without  infection, 
thrombocytopenia,  etc.).  Secondly,  University 
Hospital  is  a teaching  institution  and  referral 
center  which  receives  a large  number  of  difficult, 
specialized  cases.  Thirdly,  a drug-oriented 
clinical  pharmacology/clinical  pharmacy 
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TABLE  I 


DRUG  CATEGORY 


GENERAL  ADVERSE 
REACTION  CATEGORY 


NUMBER  TOTAL 


1.  ANTACIDS 


2.  ANTICOAGULANTS 


B.  ANTIHISTAMINES 


4.  ANTIMICROBIALS 


5.  ANTINEOPLASTICS 


6.  AUTONOMIC  DRUGS 


A.  Gastrointestinal  (nausea,  vomiting, 

diarrhea) 

Treated  (i.e.,  Lomotil,  Compazine,  etc.) 

B.  Electrolyte  toxicity 


A.  Hemorrhage 

1.  gastrointestinal 

2.  joint 

3.  hematuria 

4.  epistaxis 

5.  ecchymosis,  petechiae 

6.  other 

B.  Rash 

C.  Alopecia 


A.  Disorientation,  Confusion,  Drowsiness 

B.  Hypotension 

C.  Rash 


A.  Gastrointestinal  (treated) 

B.  Blood  Dyscrasias 

C.  Dermatological 

D.  Anaphylaxis 

E.  Increased  Bun/Creatinine 

F.  Electrolyte  Abnormality 

G.  Ototoxicity 

H.  Cardiovascular 
I.  Superinfection 


Clinically  significant  adverse 
reactions  as  expected;  occurred 
prior  to  discharge 


A.  Cardiovascular  (hypotension,  hyper- 

tension, arrhythmias,  headache, 
nasal  stuffiness) 

B.  Depression 

C.  Urinary  retention 

D.  Gynecomastia 

E.  Weakness/sedation 

F.  Blurred  vision 

G.  Gastrointestinal 


9 

3 

5 
7 

30 

6 

1 

1 


6 

2 

1 


26 

8 

25 

10 

15 

7 

2 

3 

Id 


34 

2 

2 

1 

5 

7 

3 


7.  BLOOD  PRODUCTS 


A.  Dermatological  6 

B.  Hemolysis  2 

C.  Fever,  Sweats,  Chills  21 

D.  Cardiovascular  4 


8.  CARDIOVASCULAR  DRUGS 

A.  Gastrointestinal  (treated  or  dose 


decreased)  6 

B.  Cardiovascular  18 

C.  Systemic  Lupus  Erythematosus  2 

D.  Neurological  1 

E.  Hemorrhage  1 


13 


62 


9 


106 


83 


54 


33 


28 
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DRUG  CATEGORY 

9.  CENTRAL  NERVOUS  SYSTEM 
A.  Narcotics 


B.  Sedatives,  Hypnotics 


C.  Phenothiazines 


D.  Diphenylhydantoin 


E.  Tricyclic  Antidepressants 


F.  Indomethacin 

G.  Carbamazepine 

H.  Diazepatn 


I.  Aspirin 


TABLE  I (Cont’d) 

GENERAL  ADVERSE  NUMBER  TOTAL 

REACTION  CATEGORY 


DRUGS 


A.  Constipation  obstruction 

B.  Hallucinations 

C.  Nausea  and  vomiting  (treated) 

D.  Rash 

E.  Urinary  retention 

F.  Respiratory  arrest 

G.  Abnormal  liver  function  tests 

H.  Hypotension 

I.  Bradycardia 

J.  Disorientation/confusion 

K.  Withdrawal 

L.  Increased  biliary  pressure 

M.  Addiction 


13 

4 

9 

2 

2 

2 

1 

3 

1 

23 

1 

1 

2 


64 


A.  Disorientation  confusion 


B.  Lethargy/drowsiness  3 

C.  Diarrhea 

D.  Vertigo 

E.  Hypotension  1 


F.  Drug  interactions  affecting  metabolism 
of  other  drugs 


A.  Lethargy  drowsiness 

B.  Muscle  spasm 

C.  Hypotension 

D.  Seizure 

E.  Syncope 


4 

1 

4 


11 


A.  Drug  interactions  affecting  metabolism 

of  other  drugs 

B.  Ataxia 

C.  Systemic  Lupus  Erythematosus 

D.  Gingival  hyperplasia 


A.  Tachycardia 

B.  Hypotension 

C.  Somnolence 

D.  Seizure 


A.  Headache,  lightheadedness, 
convulsions 


A.  Rash,  bone  marrow  depression 


A.  Obtundation 

B.  Disorientation 

C.  Respiratory  depression 

D.  Imbalance 


13 


A.  Gastrointestinal  bleeding 

B.  Asthma 


2 

1 15 
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TABLE  I (Cont'd) 


DRUG  CATEGORY 


GENERAL  ADVERSE 
REACTION  C ATEGORY 


NUMBER  TOTAL 


10.  DIURETICS 

A.  Increased  Bun  Creatinine 

B.  Hypokalemic,  Hypochloremic 

Alkalosis 

C.  Rash,  Pruritis 

D.  Hyperglycemia 

E.  Dysuria 

F.  Muscle  weakness 

G.  Hypercalcemia 

H.  Hypotension  syncope 

I.  Nephritis,  Eosinophilia 

J.  Hyperuricemia 
k.  Hypocalcemia 

L.  Gastrointestinal  bleeding 

M.  Hyperkalemia 

N.  Petechiae 

O.  Parotitis 

P.  Nausea  and  vomiting 


II  ENDOCRINE  DRUGS 

A.  Androgens 

A.  Hypokalemia 

B.  Hypercalcemia 

C.  Gastrointestinal 

B.  Thyroid  Antithyroid 

A.  Angina 

B.  Arrhythmia 

C.  Hypothyroidism,  Pseudomyotonia 

C.  Insulin 

A.  Insulin  reaction 

B.  Hypokalemia 


15 

45 

3 

9 

2 

5 

1 

17 

1 

7 

2 

1 

3 

1 

1 

1 


2 

1 

2 


3 

2 

1 


7 

7 


12.  FLUID  AND  ELECTROLYTES 


A.  Gastrointestinal 

12 

B.  Electrolyte  imbalance 

15 

C.  CHF  fluid  overload 

11 

16 

D.  I.V.  site  complication 

13.  CORTICOSTEROIDS 

A.  Fluid  overload 

B.  Hypokalemic,  Hypochloremic 

Alkalosis 

C.  Hyperglycemia 

D.  Osteoporosis 

E.  Hypertension 

F.  Cataracts 

G.  Euphoria,  Psychosis 

H.  Increased  BUN  Creatinine 

I.  Infection 

J.  Hypocalcemia 
k.  Gastritis 


3 


26 

17 

3 

3 

1 

7 

5 

2 

2 

9 


14.  XANTHINES  ( AMINOPHYLLINE, 

OXTRIPHYLLINE,  EEC.) 

A.  Arrhythmias 

B.  Nausea  and  vomiting  (GI  and  central) 

C.  Headache 

D.  Convulsions  seizures 

E.  Spurious  increase  in  uric  acid 

F.  I.V.  site  complication 


18 

36 

1 

2 

12 

5 


114 


5 


6 


14 

25 


54 


71 


74 
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TABLE  I (Cont’d) 


DRUG  CATEGORY 

GENERAL  ADVERSE 
REACTION  CATEGORY 

NUMBER 

TOTAL 

15.  MISCELLANEOUS 

A.  Gastrointestinal 

B.  Cardiovascular 

14 

1 

C.  I.V.  site  complication 

D.  Blood  dyscrasia 

E.  Hemorrhage 

F.  Dermatological 

1 

1 

1 

4 

G.  Parotitis 

2 

24 

approach  to  disease  has  been  introduced.  This 
team  of  drug  specialists  provides  information  on 
side  effects  and  drug-induced  diseases  for  the 
consideration  of  the  attending  team  of  physicians. 
However,  the  decision  that  an  adverse  reaction 
has  occurred  is  that  of  the  physician  caring  for  the 
patient,  not  the  pharmacologists  or  pharmacists 
involved  in  the  study. 

There  were  735  hospital-acquired  adverse  drug 
reaction  reports  filed.  Again,  from  the  data,  it 
appears  that  most  patients  suffered  multiple 
adverse  reactions,  and  this  is  possibly  due  to  the 
reasons  already  mentioned.  These  figures  are 
comparable  to  the  national  averages;  however,  the 
national  statistics  may  be  understated.  For 
example,  far  fewer  drug-drug  interactions  are 
reported  at  the  Arizona  Medical  Center  than  are 
reported  nationally.  Also,  an  adverse  drug 
reaction  must  be  suspected  and  then  identified 
before  becoming  a statistic.  Comprehensive  drug 
surveillance  often  helps  in  the  identification  of 
drug-related  problems. 

Despite  the  large  numbers  of  drug  reactions 
reported,  the  rates  and  severity  of  adverse 
reactions  to  individual  drugs  are  low  in  view  of 
their  pharmacologic  properties.  The  high 
prevalence  of  drug-related  morbidity  and  more 
limited  mortality  primarily  reflects  extensive 
drug  usage  rather  than  the  intrinsic  toxic 
potential  of  any  particular  drug.3  In  light  of  these 
findings,  the  physician  should  consider  the 
principles  of  gain  versus  risk  before  prescribing 
medications. 

The  occurrence  of  adverse  drug  reactions  has 
varied  throughout  the  surveillance  period.  Early 
January  and  July  were  the  months  with  the 
highest  incidences  of  reactions,  although  patient 
census  is  relatively  low  during  this  time.  The  high 
incidence  might  be  explained  by  the  assignment 
of  new  interns  during  July  and  the  turnover  of 
physicians  between  the  Veterans  Administration 
Hospital  and  the  Arizona  Medical  Center  in 


January.  During  the  first  eight  months  of  the 
program,  497  adverse  reaction  events  were  filed; 
the  second  eight  months  resulted  in  238  adverse 
reactions.  The  overall  decrease  of  adverse 
reactions  over  the  past  eight  months  may  be  a 
reflection  of  the  impact  of  the  educational  and 
drug  information  aspects  of  the  surveillance 
program. 

CONCLUSIONS 

Among  the  purposes  of  drug  surveillance  at  the 
University  of  Arizona  Hospital  is  to  provide  the 
physician  with  data  identifying  the  wide  variety 
of  adverse  effects  attributable  to  a drug  and  to 
identify  factors  which  might  predispose  certain 
patients  to  an  increased  susceptibility  to  drug 
reactions.  Other  benefits  of  drug  surveillance 
have  been  demonstrated.  A pharmacist  is  avail- 
able on  the  wards  to  provide  drug  information 
and  consultation  to  the  prescribing  physician. 
The  pharmacist  provides  a link  between  the 
prescribing  physician  and  the  Department  of 
Pharmacology  by  presenting  difficult 
management  problems  at  Pharmacology  rounds 
attended  by  physicians  and  students.  Here, 
rational  therapeutics  are  discussed  in  general  and 
for  individual  patients.  Conclusions  reached  at 
these  rounds  are  then  communicated  to  the 
prescribing  physician  for  his  consideration.  By 
this  means,  drug  surveillance  provides  an 
educational  tool  for  both  students  and  physicians. 
Finally,  drug  surveillance  provides  valuable 
descriptive  data,  such  as  that  presented  in  this 
report.  Such  data  can  acquaint  the  physician  with 
his  own  prescribing  habits  and  alert  him  to  the 
significance  of  adverse  drug  reactions  in  the 
clinical  setting. 
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When  you 
call  our  computer, 

it  talks  back. 


That’s  right.  It  answers 
in  a clear,  h uman  voice.  And 
tells  you,  step  by  step,  exactly 
how  to  record  a customer 
account  transaction.  Repeats 
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by  touch-tone  telephone. 
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And  have  a nice  little  chat 
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month,  all  the  paper  work  is 
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our  talking  computer.  We’ll 
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Tucson:  792-7370. 
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We  go  out  of  our  way  for  you. 
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More  than  150  offices  throughout  Arizona 
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manager— but  most  doctors  are  so  busy 
serving  their  patients  that  they  don't  have 
the  time  to  set  up  an  office  that  runs  smoothly 
and  profitably.  I can  help. 

A Naval  Academy  graduate, 
I have  30  years  of  training  and 
experience  in  business  law,  elec- 
tronics. personnel  training,  and 
property  management.  My 
associates  were  major  consul- 
tants for  NASA’s  medical  facil- 
ity for  Apollo  missions. 

You  will  benefit  from  our 
knowledge  of  office  staffing  and 
equipment,  fee  structure,  billing  collections, 
office  partnerships  and  liability  protection. 

Let  us  survey  your  procedures  and  show  you 
how  to  save  time,  worry  and  expense.  First  talk 
at  no  obligation  to  you. 


MEDICAL  BUSINESS  CONSULTANTS 

Philip  Kwart,  Director 
3225  North  Central  Avenue,  Suite  300-B 
Phoenix,  Arizona  85012  Phone  (602)  264-3803 
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ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


Pro-BanthTne^ 

brand  of 

propantheline  bromide 

Indications:  Pro-Banthine  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


SEARLE 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


"Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 

Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne*® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 

Pro-Banthfne 

(propantheline  bromide) 

a good 
option 
in  peptic 
ulcer 


Adequate  Frequent 

fluid  voiding 

intake 


1 J 


SantanoT 

sulfamethoxazole) 

D.I.D. 

bur  tablets  (0.5  Gm  each)  STAT- 
hen  2 tablets  D.I.D.  for  10-14  days 


Basic  therapy  with 
convenience  for 
scute  nonobstructed 
cystitis 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  non- 
obstructed urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis,  and  cystitis),  due  to  susceptible 
organisms.  Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  cul- 
ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 
100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions  (headache, 
peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E.  phenomenon).  Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter 
production,  diuresis  and  hypoglycemia  as  well  as 
thyroid  malignancies  in  rats  following  long-term 
administration.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Systemic  sulfonamides  are  contrain- 
dicated in  infants  under  2 months  of  age  (except 
adjunctively  with  pyrimethamine  in  congenital  toxo- 
plasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.) 
initially,  then  1 Gm  b.i.d.  or  t.i.d.  depending  on  sever- 
ity of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
b.i.d.  Maximum  dose  should  not  exceed  75  mg/ kg / 
24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole; 
Suspension,  0.5  Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


• Effective  against  susceptible  E.  coli. 
Klebsiella-Aerobacter,  Staph,  aureus, 
Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 


DW1DE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


makes  sense 


For  long-term  control  of  hypertension* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


* Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  ( >5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  ‘Dyazide’,  check  serum  potassium  fre- 


quently—both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  ‘Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  hear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  Dyazide’ 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


DYAZIDE 

Just  once  or  twice  daily  for  maintenance. 
I Ivdroehlorothiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


THE  SUMMER  DOLDRUMS 


This  is  penned  as  Old  Sol  scorches  his  way 
across  July  skies.  The  malpractice  premium 
menace  is  locally  unresolved.  There  seems  to  be 
very  questionable  progress,  even  in  the  states 
where  the  legislatures  made  some  positive 
decisions.  So  by  publication  time  these  thoughts 
may  be  as  dated  as  the  editor! 

Certainly  the  national  medical  community 
cannot  again  hide  its  collective  need  under 
massive  election  campaign  contributions  to 
“throw  the  rascals  out”,  and  elect  “good  guys”.  It 
must  be  quite  disconcerting  to  appear  before  a 
Congressional  committee,  to  testify  on  health 
legislation,  and  find  yourself  confronted  by  the 
“bad  guys”  who  you  so  recently  tried  to  defeat  at 
the  poles!  There  must  be  a lesson  here 
someplace — and  perhaps  our  now  enlightened, 
fast  paced,  national  medical  leaders  will  discern 
what  the  lesson  is. 


According  to  “reliable  reporting”  in  the  AMA 
News  the  delegates  passed,  amongst  other  worthy 
resolutions,  one  that  “called  for  the  establishment 
of  an  AMA  reinsurance  company  as  soon  as 
possible.”  Our  Canadian  medical  conferers  did 
just  that  lifty  odd  years  ago.  Even  with  a recent 
100%  premium  increase,  physicians  pay  only  $100 
a year  for  liability  insurance.  This  gives  our 
Canadian  friends  a new  status.  Down  here  in  the 
land  of  computers  our  superiority  complex  has 
suffered  another  deflation. 

In  this  instance  the  practitioners  in  Maple  Leaf 
Land  certainly  have  the  last  laugh.  Physicians  are 
now  fleeing  our  great  computer  land,  to  cross  the 
border  and  seek  practice  and  shelter  under  the 
CMA  liability  umbrella,  the  Canadian  National 
Health  Service  notwithstanding. 

John  W.  Kennedy,  M.D. 

Editor 
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COUNSELING  AND  ADVISING 
FOR  MEDICAL  STUDENTS 


NEAL  A.  VANSELOW,  M.D. 

When  the  College  of  Medicine  adopted  the 
present  curriculum,  which  allows  students  to 
obtain  their  medical  degree  in  approximately  36 
months,  it  was  recognized  that  an  important 
component  of  the  curriculum  would  need  to  be  a 
coordinated  advising  and  counseling  system  to 
aid  students  in  their  progression  through  the 
curriculum  and  in  the  selection  of  specialty 
choices. 

In  July,  1974,  the  Office  of  Medical  Student 
Counseling  was  formally  established  at  the 
College  of  Medicine,  and  a Director  appointed. 
Prior  to  that  time,  counseling  and  advising  for 
medical  students  was  under  the  direct 
responsibility  of  the  Associate  Dean  for  Student 
Affairs.  The  new  Director  reports  to  the  Associate 
Dean  for  Student  Affairs  and  has  been 
responsible  for  formalizing  a counseling  and 
advising  system  for  the  college,  as  well  as  doing 
whatever  individual  counseling  was  appropriate. 


Currently,  students  are  assigned  a faculty 
advisor  when  they  enter  medical  school  and 
continue  to  have  designated  advisors  available  to 
work  with  them  throughout  their  medical  school 
training.  Students  and  advisors  are  encouraged 
to  get  to  know  each  other  so  that  when  and  if  a 
problem  arises,  students  will  feel  comfortable 
about  contacting  their  advisor  for  help.  Advisors 
are  always  consulted  prior  to  any  changes  in 
academic  schedules  during  all  three  phases  of  the 
curriculum. 

Different  advisors  are  available  at  different 
points  in  the  students’  undergraduate  medical 
career: 

1)  Phase  I Advisors.  These  advisors  are  faculty 
volunteers  from  the  Basic  Science  departments 
and  are  available  to  help  students  primarily  with 
questions  or  problems  they  have  about  their 
basic  science  courses.  However,  many  students 
also  consult  with  these  advisors  about 
nonacademic  matters. 

2)  Phase  I Course  Coordinators.  The  Course 
Coordinators  are  selected  by  the  basic  science 
departments  and,  among  other  functions,  act  as 
academic  advisors  for  their  discipline  to  students. 
They  monitor  academic  performance  in  their 
course  areas,  consult  with  students  and  their 
Phase  I Advisors  when  academic  problems  arise, 
and  help  coordinate  remedial  and  tutorial  work 
when  necessary. 

3)  Career  Advisors.  Before  the  completion  of 
their  basic  science  training  (Phase  I),  students 
are  assigned  to  Career  Advisors  who  are  full-time 
faculty  volunteers  from  the  clinical  science 
departments.  These  advisors  are  available  to 
students  for  the  remainder  of  their  medical 
school  education  and  help  students  select 
appropriate  options  in  accordance  with  their 
career  goals  during  Phase  II  (48  weeks  of  clinical 
clerkships)  and  Phase  III  (36  weeks  of  clinical 
and  non-clinical  electives). 

4)  NIRMP  Advising.  Before  the  start  of  Phase 
III,  each  student  is  assigned  an  individual 
advisor  of  the  student’s  preference  to  assist  in  all 
aspects  of  the  selection  of  the  house  staff 
positions  best  suited  to  the  individual  student. 

A second  major  function  of  the  counseling  and 
advising  office  is  to  provide  counseling  services 
for  students.  Because  of  the  high  cost  of  medical 
education  and  the  current  need  to  increase  the 
number  of  practising  physician,  all  medical 
schools  are  concerned  about  keeping  to  an 
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absolute  minimum  the  number  of  students  who 
drop  out  of  medical  school.  Currently,  about  4 
per  cent  of  all  medical  students  across  the  nation 
fail  to  complete  their  medical  school  training, 
while  at  the  University  of  Arizona  about  1.5  per 
cent  fail  to  complete  their  training.  In  the  past, 
drop-outs  were  largely  a result  of  poor  academic 
performance  but  the  present  high  academic 
qualifications  of  medical  school  applicants 
makes  the  possibility  of  academic  failure  highly 
unlikely.  And  in  fact,  current  data  indicate  that 
most  medical  school  drop-outs  are  for  other  than 
academic  reasons.  The  counseling  services 
provided  by  the  College  of  Medicine  can  often  be 
of  help  to  students  in  successfully  working 
through  some  of  their  concerns  and  problems 
and  hopefully  reduce  the  number  of  students 
who  fail  to  complete  their  training. 

The  Associate  Dean  for  Student  Affairs,  Dr. 
Andrew  Goldner,  the  Assistant  Dean  for 
Admissions,  Dr.  Bernard  Revsin,  and  the 
Director  of  Medical  Student  Counseling,  Dr. 
Shirley  N.  Fahey,  are  available  to  students  for 
counseling,  in  addition  to  the  help  which 
students  may  receive  from  their  faculty  advisors. 
The  largest  proportion  of  requests  for 
counseling  occurs  during  Phase  I of  the 
curriculum  and,  depending  upon  the  nature  of 
the  problem,  the  counselor  will  either  work  with 
the  student  directly  or  refer  the  student  to  an 
appropriate  source  for  help,  such  as  the 
University  of  Arizona  Student  Mental  Health 
Center  on  main  campus.  Typically,  the  number 
of  visits  for  any  one  student  is  quite  low.  The 
approach  used  in  counseling  is  basically 
nondirective  and  emphasizes  growth  of  the 
individual  to  assume  full  responsibility  for  his  or 
her  own  decisions  and  behavior. 

In  addition  to  individual  counseling,  a variety 
of  discussion  group  experiences  are  available  to 
interested  students,  such  as  groups  aimed  at  self 
growth  and  awareness,  groups  for  married 
students  and  their  spouses,  groups  for  single 
students,  etc.  A number  of  discussion  groups  are 
formed  each  year  and  led  by  interested  faculty 
members.  Students  report  that  they  find  the 
groups  helpful  to  them  and  the  experience 
enriching  to  their  academic  preparation  for 
becoming  physicians. 

0.  ' 
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Obstetrics 
and  Gynecology 


LET  NO  WOMAN  BE  OVERLOOKED 

BEN  CELNIKER,  M.D. 


This  is  the  theme  of  a four  year  nationwide 
drive  by  the  American  Cancer  Society.  It  is  a 
Uterine  Cancer  Control  Program  with  one  goal: 
A Pap  test,  by  1976,  for  every  woman  20  years  or 
older,  when  the  test  is  applicable  and  for  younger 
women  at  risk,  namely  those  that  have  begun 
sexual  activity. 

Uterine  cancer  could  be  drastically  reduced  as  a 
cause  of  death  if  every  adult  woman  had  a Pap  test 
with  the  annual  check-up  and  if  post  menopausal 
women  and  those  approaching  menopause  had 
abnormal  bleeding  checked  by  the  Doctors. 

There  will  be  approximately  46,000  new  cases 
of  uterine  cancer  both  fundal  and  cervical 
(excluding  Ca  in  situ)  in  1975.  In  Arizona  alone 
there  will  be  350  new  cases  of  cancer  of  the  uterus 
(invasive)  this  year  and  50  deaths.  Approximately 
13,000  women  will  die  this  year  from  uterine 
cancer.  Three  fourths  of  these  deaths  will  be  from 
cervical  cancer.  “Uterine  cancer  deaths  could  be 
reduced  dramatically  by  wider  application  of  the 
Pap  test,  particularly  in  the  low  income  segment 
of  the  population,”  according  to  A.  Hamblin 
Letton,  M.D.  past  president  of  the  American 
Cancer  Society. 

The  efficiency  of  the  Pap  smear  in  detection  of 
Cancer  of  the  cervix  is  demonstrated  by  the  fact 
that  this  cytologic  method  can  disclose  the 
minutest  focus  of  Ca  in  situ  and  even  dysplasia  of 
this  region  in  the  transformation  zone  of  the 
cervix,  as  well  as  overt  Ca  of  the  cervix.  This 
permits  diagnosis  at  the  site  before  symptoms 
appear.  Because  of  the  effectiveness  of  the  Pap  test 
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the  American  Cancer  Society  resolved  to  give  top 
priority  to  uterine  cancer  control  during  the  four 
year  period  1972-1976.  In  Arizona  a uterine  cancer 
task  force  was  appointed  and  was  endorsed  by  the 
Arizona  Medical  Association  on  November  25, 
1973. 

Despite  the  effectiveness  of  the  Pap  test  as  a 
screening  and  diagnostic  measure,  in  1971, 53%  of 
women  20  years  old  and  over  had  never  had  a Pap 
test  and  25%  had  one  periodically.  The  test  is 
about  95%  accurate  (confirmed  by  tissue 
diagnosis)  in  cervix  cancer  detection  and  about 
60%  in  detection  of  Carcinoma  of  the  uterine 
corpus. 

Originally  the  method  of  approach  was 
through  a massive  education  program  directed  to 
both  the  Doctors  and  the  public.  The  educational 
approach  was  made  through  surveys,  programs  to 
womens’  groups,  professional  programs  to 
Arizona  Physicians  and  Hospitals,  news  media 
and  door  to  door  brigades.  Considerable  success 
has  been  achieved  in  that  a Gallup  Survey  showed 
that  in  1973,  78%  of  all  women  had  had  a Pap. 
Also,  the  U.S.  death  rate  for  uterine  cancer  shows 
a steady  decline  and  many  believe  that  this 
demonstrates  that  improvement  in  early  detection 
and  treatment  combined  with  an  educational 
campaign  can  succeed. 

However,  education  has  nearly  reached  a 
saturation  point  and  still  about  1 1,000  women  in 
Arizona  have  never  had  a Pap.  For  the  remainder 
of  the  time  designated  by  the  task  force  action 
programs  are  progress.  This  action  is  directed  at 
two  target  groups — low  income  and  the  mature 
woman.  Non-white,  low  income  women  are  too 
often  unable  to  pay  private  M.D.s  and  lack  means 
of  transportation  to  clinics  and  hospitals.  Many 
older  women  who  grew  up  when  the  Pap  test  was 
not  commonly  accepted  have  not  had  a check-up 
since  their  childbearing  years. 

Programs  such  as  arranging  for  Pap  tests  on  a 
county  wide  basis  through  local  health 
departments,  industries  and  organizations,  free 
clinics,  family  planning  clinics  and  health  fairs 
are  under  w'ay. 

The  American  Cancer  Society  has  a mobile  unit 
that  can  be  scheduled  to  be  used  in  outlying  rural 
areas  and  in  urban  areas  where  other  facilities  are 
not  available. 

All  M.D.  s in  the  state  are  urged  to  help  by 
encouraging  and  performing  the  Pap  tests  and  by 
volunteering  to  help  in  programs  that  will  he  in 
progress.  In  this  way  we  can  achieve  our  goal 
“LET  NO  WOMAN  BE  OVERLOOKED.” 


Clinical  Oncology 
In  Arizona 


This  new  section  in  Arizona  Medicine  is 
specifically  targeted  to  the  subject  of  cancer 
care  in  the  state  of  Arizona.  Recognition  of  the 
importance  of  cancer  management  has  been 
underscored  by  the  establishment  of  the 
conquest  of  cancer  as  a national  goal.  In  this 
column,  current  concepts  in  cancer  manage- 
ment and  recent  advances  in  cancer  research 
that  are  relevant  to  Arizona,  will  be  discussed 
month.  Cancer  therapy  is  currently  changing 
at  an  extraordinarily  rapid  rate,  and  the  views 
expressed  on  this  page  should  not  be 
considered  as  static  recommendations.  The 
editors  of  this  column  will  select  key  topics 
and  invite  interested  physicians  and  allied 
health  professionals  from  Arizon  to  write 
components  related  to  areas  of  their  expertise 
in  cancer. 

Editors:  Sydney  E.  Salmon,  M.D.,  Professor 
and  Head,  Section  of  Hematology  and 
Oncology,  University  of  Arizona  College  of 
Medicine,  Tucson,  Arizona  85724;  Robert  H. 
Thoeny,  M.D.,  Dir.,  Radiation  Oncology,  Good 
Samaritan  Hospital,  Phoenix,  Arizona  85006; 
Darwin  W.  Neubauer,  M.D.,  General  Surgeon, 
720  Country  Club  Road,  Tucson,  85716. 


CANCER  QUACKERY 

PAUL  H.  DUFFEY,  M.D.,  FACP 

The  definition  of  a quack  is  “an  ignorant 
pretender  to  medical  or  surgical  skill:  one  who 
boasts  to  have  a knowledge  of  wonderful 
remedies”.1  Quackery  is  “the  practice,  methods, 
or  pretensions  of  a quack”.1 

Promotion  of  unproven  or  quack  remedies  is 
nothing  new  in  the  field  of  cancer.  In  1731  Ben 
Franklin,  the  noted  inventor  and  statesman, 
wrote  to  his  sister,  “I  know  cancer  of  the  breast  is 
often  thought  to  be  incurable,  yet  we  have  here  in 
town  a kind  of  shell  made  of  some  wood,  cut  at  a 

From:  The  Tucson  Clinic,  Hematology-Oncology,  116  N.  Tucson 
Blvd.,  Tucson,  AZ  85716  (Dr.  Duffey). 


724  SEPTEMBER  1 975  • XXXII  • 9 


proper  time,  by  some  men  of  great  skill  which  has 
done  wonders  in  this  disease”.  Sad  but  true,  even 
brilliant  people  can  be  deceived  by  the  quack 
promoters. 

Politicians  also  seem  to  be  particularly 
vulnerable  to  the  appeal  of  the  quacks.  In  1748 
Mrs.  Mary  Johnson  in  Virginia  recommended  a 
mixture  of  garden  sorrel,  calendine,  persimmon 
bark  from  the  South  side  of  the  tree,  and  spring 
water  for  curing  cancer.  Her  salesmanship  was  so 
good  that  the  politicians  in  the  Virginia  General 
Assembly  voted  her  a substantial  reward.  In  more 
recent  times,  Senator  Paul  Douglas  with  17  other 
U.S.  Senators  and  39  U.S.  Representatives  were, 
for  a time  at  least,  enamored  of  a drug  called 
Krebiozen  widely  touted  as  a cure  for  cancer. 
When  scientists  analyzed  this  drug  they  found 
only  mineral  oil  with  a trace  of  creatine,  one  of  the 
common  ingredients  of  urine.  Review  of  the 
records  of  504  patients  treated  with  Krebiozen 
showed  absolutely  no  anti-cancer  effect. 
Subsequently  the  backers  of  Krebiozen  were 
convicted  on  many  counts  in  Federal  Court  and 
interstate  shipment  of  Krebiozen  was  banned. 

One  current  legislator  in  Arizona  has  publicly 
backed  the  cause  of  a group  promoting  an 
unproven  remedy  and  a large  bloc  of  legislators  in 
Arizona  amended  and  then  defeated  a bill  this 
Spring  that  would  have  put  cancer  quacks  out  of 
business  in  this  State. 

Why  are  some  (but  fortunately  not  all) 
politicians  so  enthusiastic  in  helping  to  promote 
quack  remedies  for  cancer  and  unwilling  to  pass 
legislation  to  protect  consumers  against  claims 
for  quack  remedies  that  can  not  be  substantiated? 
The  answer  must  be  as  complex  as  politics  itself. 

The  quack  or  unproven  remedies  fall  into  six 
categories:  Diet,  enemas,  gadges,  salves,  serums, 
and  substances.  A selection  of  diets  proposed 
(without  proof)  as  being  cures  for  cancer  include 
an  almond  diet,  lemon  diet,  vegetable  juice  and 
calves  liver  juice  diet  (used  with  coffee  enemas), 
grape  diet,  and  papaya  diet.2  Most  of  these  diets 
are  nutritionally  inadequate  and  all  have  no 
proven  effect  on  human  cancer. 

The  unproven  enema  remedies  include  coffee 
(hot,  iced,  or  with  sugar  and  cream?),  grapefruit 
juice,  lemon  juice,  and  oxygen.2 

In  olden  days,  the  forerunners  of  modern 
quacks  were  known  as  quacksalvers  because  they 
hawked  or  peddled  salves  as  unproven  remedies. 
Salves  promoted  as  cancer  cures  include  aloe, 
cranberry  poultice,  drawin’  salve  and  killin’  salve, 


methyl  salicylates  (oil  of  wintergreen),  poultice  of 
freshly  killed  chicken  and  herbs,  and  sorrel  salve.2 

Many  different  serums  have  been  promoted  as 
cancer  cures:  bee  venom,  beef  plasma  transfusion, 
cow  blood,  goat  serum,  horse  serum,  and  rabbit 
antibodies.1 

The  Federal  Government  has  stopped 
promotion  as  cancer  cures  of  the  following 
gadgets:  Beebe  static  breaker,  Bioelectrometer, 
Chromolux  lamp,  Chromoray  normalizer,  color- 
onics  machine,  Cosray,  Dotto  electronic  reader, 
Drown’s  radiotherapeutic  instrument,  Ellis 
m i cr  o - d y n a m o m e t er , Hanway  multi- 
electromagnetic  machine,  Hubbard  E-meter,  and 
the  Star  girdle.2  The  Orgone  Energy  Accumulator 
was  a sort  of  upright  coffin  in  which  the  patient 
put  an  upside  down  funnel  on  his  head  (Denny 
Dimwit  style)  in  order  to  accumulate  “blue 
bions.”  Use  of  the  latter  device  was  banned  in 
1954. 

The  peak  of  the  art  of  cancer  quackery  is  shown 
in  the  variety  of  substances  promoted  as  cancer 
cures:  beet  juice  and  powder,  castor  bean  oil, 
chapparal  tea,  Chinese  herbs,  clam  extract,  coal, 
cod  liver  oil,  Coley’s  mixed  toxins,  cucumber, 
diamond  carbon  compound,  elixir  of  carrots, 
eucalyptus  oil,  extract  of  black  birch  fungus, 
extract  of  llama  placenta,  extract  of  Schmidt 
parasite,  extract  of  sheep  spleen,  Ferguson’s  head 
shrinking  compound,  garlic,  gold  colloid, 
Gregory  antibiotics,  Indian  cure,  juice  of 
wheatgrass,  Koch  glyoxylide,  Krebiozen,  Laetrile, 
mucorhicin,  mushroom  extracts,  and  red  clover 
tea.2 

Not  to  be  overlooked  are  the  following 
unproven  tests  for  presence  of  cancer:  Beard 
anthrone  test,  Bolen  blood  pattern  test,  BKB  heat 
coagulation  test,  capillary  dynamic  blood  test, 
colbalt-chloroform  visual  test,  copper  chloride 
crystallization  test,  Rand  delayed  double 
diffusion  test,  electronic  blood  chemistry 
analysis,  Gruner  blood  drop  test,  hemacytology 
index,  malignancy  index,  methylene  blue  plasma 
reduction  test,  pulse  test,  Smalpage  test,  and 
sunflower  seed  test.2  One  test  that  is  actually 
useful  to  cancer  therapists  in  followingrarecancer 
patients  with  choriocarcinoma,  the  chorionic 
gonadotrophin  test,  has  been  promoted  as  an 
overall  diagnostic  test  for  all  kinds  of  cancer, 
which  it  is  not. 

What  motivates  human  beings  to  try  to 
convince  other  people  to  use  unproven  remedies? 
Apparently  the  most  common  motive  is  profit. 
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Laetrile,  also  known  as  B-17,  amygdalin,  cyto  H- 
3,  and  Wobe  Mugo,  costs  3 cents  per  pill  to  make, 
sells  for  30  cents  per  pill  in  Mexico,  and  $2.00  per 
pill  in  the  U.S.  A 10  cc  vial  of  Laetrile  sells  for  $6 
or  $7  in  Tijuana  and  $50  in  the  U.S.3  “Smuggling 
of  laetrile  has  become  a million  dollar  business”.3 

Some  of  the  people  who  promote  unproven 
remedies  may  do  so  out  of  a mistaken  belief  that 
their  “cure”  is  actually  beneficial  to  the  people  to 
whom  they  sell  it. 

If  one  learns  the  common  approaches  of 
confidence  men,  one  will  probably  avoid  losing 
his  money  to  them.4  How  can  a cancer  patient 
recognize  promoters  of  a quack  remedy  and  avoid 
losing  his  life  to  them? 

1.  They  promote  their  wares  at  public  rallies, 
on  television,  and  in  lay  magazines. 
(Scientists  present  their  work  at  scientific 
meetings  and  publish  their  information  in 
scientific  journals  before  giving  word  to 
the  lay  press). 

2.  They  possess  weird  degrees  such  as  D.T.N., 
PH.T.,  R.M.T. 

3.  They  present  testimonials  from  people 
supposedly  cured  of  cancer  as  evidence  that 
their  treatment  works. 

4.  They  claim  a conspiracy  is  at  work  against 
them  to  prevent  full  recognition  of  their 
product. 

5.  They  recommend  against  biopsy  of  any 
lesion  suspected  of  being  malignant. 

6.  They  recommend  unorthodox  tests  (see  list 

above). 

7.  Their  cures  are  secret,  “natural”,  or  “non- 
toxic”. 

8.  They  used  weird  terminology. 


9.  They  try  to  stir  up  controversy  where  none 
exists. 

If  a cancer  patient  is  approached  by  people 
using  the  above  techniques,  he  or  she  should  be 
very  wary. 

Why  do  some  cancer  patients  fall  for  these 
worthless  remedies? 

1.  Fear  of  death,  weakness,  and  incapacity. 

2.  Magical  thinking. 

3.  Feeling  of  insecurity. 

4.  Inadequate  relationship  with  their 
physician. 

5.  Grasping  at  straws. 

6.  Sentiment  for  the  underdog  (the  quack).5 

How  can  we  minimize  or  eliminate  cancer 

quackery  in  our  State?  Education  of  physicians 
and  the  lay  public  as  to  recent  advances  and 
improved  prognosis  in  acute  leukemia  in 
childhood,  Hodgkin’s  disease,  choriocarcinoma, 
Wilm’s  tumor,  Breast  cancer  and  other  cancers 
will  help  some.  But  California,  Nevada,  and 
Colorado  have  passed  anti-quackery  laws  that  are 
tending  to  drive  the  quack  promoters  into  our 
State. 

“In  this  most  heterogenous  of  worlds,  there  are 
individuals  who  are  destined  to  deceive,  to  live  by 
preying  on  the  human  falilibity  of  others.  And 
regrettably,  they  can  find  ample  soil  on  which  to 
forage.  It  seems  likely  that  there  will  always  be 
individuals  willing  to  be  deceived  or  unable  to 
help  themselves,  unable  to  face  unpleasant  truths 
or  unsolved  mysteries  such  as  the  cancer  riddle.”6 
It  is  to  protect  these  innocent  victims  from 
quackery  that  we  need  adequate  legislation.  I 
hope  that  the  next  session  of  the  Arizona  State 
Legislature  will  pass  such  legislation. 
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Seminars  in  Endocrinology 
and  Metabolism 


KIDNEY  STONES:  CLINICAL  PROBLEM 


MARSHALL  B.  BLOCK,  M.D. 


Continuing  with  the  present  issue  of  Arizona 
Medicine  is  the  series  of  articles  entitled  “Semi- 
nars in  Endocrinology  and  Metabolism.”  The 
purpose  of  these  short  review  articles  is  twofold. 
First,  due  to  the  rapid  proliferation  of  new 
knowledge  in  the  field  of  endocrinology  and  the 
multiple  tests  available  for  their  evaluation, 
short,  clinically  oriented  reviews  would  enable 
the  physician  to  keep  abreast  of  these  newer  de- 
velopments as  they  relate  to  their  practice.  In 
addition,  with  great  stress  being  placed  on  vol- 
untary recertification  in  many  subspecialties,  re- 
views such  as  they  could  serve  as  an  authorita- 
tive, succinct  teaching  forum.  The  editors  will 
endeavor  to  accomplish  these  goals  by  utilizing 
the  talents  of  practicing  physicians  as  guest  con- 
tributors to  this  series.  Feedback,  both  positive 
and  negative,  is  encouraged  in  order  to  help  us 
fulfill  these  objectives. 

The  etiology,  formation  and  passage  of  renal 
stones  continues  to  be  a perplexing  problem  for 
the  researcher  as  well  as  the  practicing  internist 
and  urologist.  Although  considerable 
information  has  accrued  from  research  directed  at 
finding  the  initiating  factors  in  the  formation  of 
stones,  its  application  to  the  clinical  problem  has 
not  been  overwhelming.  In  the  United  States 
alone,  there  is  an  incidence  of  approximately 
150,00  to  200,000  hospital  cases  per  year  which  are 
due  to  nephrolithiasis.  The  magnitude  of  the 
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problem  prompts  this  review  of  our  current 
understanding  of  the  disorder. 

Symptomatic  nephrolithiasis  is  defined  as  an 
episode  of  the  passage  of  a renal  stone,  or  the 
passage  of  gravel,  or  the  increasing  size  of  renal 
stones  seen  on  x-ray.  Almost  90%  of  all  renal 
stones  contain  calcium  and  the  majority  of  these 
are  calcium  oxalate  stones.  Only  a small  minority 
are  pure  uric  acid,  oxylate,  cystine  or  xanthine 
stones. 

It  is  now  thought  by  some  that  calcium 
containing  stones  arise  by  the  formation  of  a 
nidus  within  the  urinary  tract.  This  nidus  is 
thought  to  be  a compound  called  brushite.  It  is 
basically  a calcium  phosphate  hydroxy 
compound  onto  which  additional  calcium 
precipitates,  giving  rise  to  the  classic  radiopaque 
picture  one  sees  on  x-ray.  The  cause  for  brushite 
formation  is  not  known,  but  based  upon  serum 
and  urine  calcium  studies  it  is  possible  to  at  least 
partially  classify  patients  with  these  type  stones  in 
a way  which  is  helpful  from  a pragmatic  point  of 
view. 

Patients  with  increased  urinary  clacium  and/or 
elevated  serum  calcium  concentrations  may  have 
one  of  several  treatable  medical  conditions.  These 
include  hyperparathyroidism  (either  alone  or  in 
conjunction  with  other  adenomas),1  vitamin  D 
intoxication,  the  milk  alkali  syndrome,  acute 
osteoporosis,  neoplasm  and  various 
granulomatous  diseases  such  as  sarcoidosis. 
Thyrotoxicosis  is  an  additional  condition  as  is 
Paget’s  disease  which  can  give  rise  to  such  a set  of 
findings. 
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On  the  other  hand,  if  normocalcemia  with 
increased  urinary  calcium  is  found,  other 
conditions  should  be  considered.  These  include 
renal  tubular  acidosis,  hypoparathyroidism  with 
overzealous  treatment  with  vitamin  D and 
calcium  supplements,  and  agents  which  produce 
changes  in  renal  tubular  function,  i.e., 
acetazolamie  therapy  for  glaucoma.  The  vast 
majority  of  these  patients  however  have 
“idiopathic”  hypercalciuria.  This  disease  which 
is  prevalent  in  middle-aged  obese  men  is 
characterized  by  recurrent  calcium  oxalate 
nephrolithiasis  occuring  usually  after  the  age  of 
20.  Persistent  hypercalciuria,  particularly  on  a 
high  calcium  diet,  is  found.  The  reduction  of 
calcium  excretion  to  the  normal  range  during  a 
very  low  calcium  intake  and  the  unresponsiveness 
of  the  hypercalciuria  to  cortisone  have  suggested  a 
primary  defect  in  gut  absorption  of  calcium  as  the 
most  likely  pathogenic  mechanism.  An  isolated 
renotubular  leak  of  calcium  and  normocalcemic 
hyperparathyroidism  have  also  been  suggested  as 
possible  alternative  explanations  for  the  disorder. 

In  addition,  clacium  containing  stones  can  be 
found  in  circumstances  in  which  the  above 
associated  conditions  are  not  present.  Serum  and 
urine  calcium  concentrations  can  be  normal  and 
it  is  thought  that  primary  abnormalities  in  the 
genitourinary  tract  may  be  partially  responsible. 
Alternatively,  dehydration  may  be  a contributing 
factor  in  some  circumstances. 

Hyperuricemic  conditions  associated  with 
increased  production  of  uric  acid  are  frequently 
complicated  by  hyperuricosuria  and  uric  acid 
stones.  The  rate  of  uric  acid  stone  disease  is 
approximately  25%  of  patients  with  primary 
overproduction  gout  and  about  40%  of  patients 
with  hyperuricemia  secondary  to  lympho- 
proliferative  and  myeloproliferative  dis- 
orders. Hyperuricosuria  is  not,  however,  the  only 
mechanism  for  the  development  of  recurrent  uric 
acid  stones.  Many  patients  with  recurrent  stones 
have  persistently  normal  excretion  of  uric  acid 
and  normal  serum  concentrations  of  uric  acid. 
These  patients  appear  to  form  uric  acid  stones  in 
the  urinary  tract  because  of  persistently  acid  urine 
favoring  uric  acid  precipitation.  Patients  with 
chronic  diarrheal  states,  patients  with 
ileostomies,  and  patients  receiving  medications 
that  acidify  the  urine  all  have  an  increased 
frequency  of  uric  acid  stone  disease.  In  addition,  a 
number  of  patients  with  recurrent  uric  acid  stones 
do  not  have  gastrointestinal  disease  and  are  not 
taking  medications  seem  to  have  an  abnormality 


in  their  propensity  to  alkalinize  the  urine.  The 
exact  pathophysiological  mechanism  for  this 
abnormality  is  unknown  although  a defect  in  the 
renal  production  of  ammonia  has  been 
documented  in  some  patients. 

The  other  less  common  forms  of  pure  stones 
will  not  be  discussed  but  a recent  review  article  is 
exellent  in  this  regard.2 

The  laboratory  evaluation  of  nephrolithiasis 
can  be  complicated,  confusing,  expensive  and 
unrewarding.  Taking  these  thoughts  into 
account  the  following  recommendations  would 
seem  to  be  the  minimum  that  should  be  obtained 
in  evaluating  such  patients.  Patients  who  have 
opaque  renal  stones  (or  those  in  who  the  stone 
consistency  is  not  known)  should  have  serum 
calcium  determinations  on  at  least  three 
occasions  to  rule  out  the  presence  of 
hypercalcemia.  Optimally,  the  determination 
should  be  obtained  without  venostasis  to 
eliminate  the  possibility  of  hemoconcentration 
and  ideally,  free  ionized  calcium  determinations 
should  be  obtained  but  this  is  not  readily 
clinically  available.  In  addition,  determination  of 
serum  phosphorous  should  also  be  obtained.  If 
the  latter  is  low  (less  than  3.0  mg./lOO  ml.)  it  is  in 
favor  of  excessive  parathormone  secretion.  As 
regards  urinary  studies,  a 24  hour  urine  collection 
for  calcium  concentration  appears  the  most 
useful  during  the  initial  workup.  This  should  be 
obtained  while  the  patient  is  on  a liberal  calcium 
intake  (normal  diet  has  approximately  1000  mg. 
of  calcium  per  day)  and  following  a diet  free  of 
milk  and  cheese  for  approximately  three  days. 
More  complex  metabolic  studies  can  then  be 
undertaken  if  the  situation  warrants.  However, 
based  upon  the  above  results,  one  can  then  classify 
patients  with  opaque  renal  stones  into  the  three 
categories  mentioned  above.  Further  exclusion 
can  then  be  undertaken  by  proper  history  and 
additional  laboratory  studies.  For  instance,  for 
the  diagnosis  of  hyperparathyroidism  additional 
radiological  studies  and  other  hormonal 
measurements  can  be  obtained  to  exclude  the 
other  associated  endocrine  abnormalities  which 
can  co-exist  (multiple  adenoma  syndromes  Type  I 
and  Type  II).  A similar  evaluation  for  neoplasm 
and  various  infectious  agents  can  be  undertaken. 
Of  immense  help  in  many  of  these  studies  is  the 
stone  itself.  If  gravel  or  an  intact  stone  is  passed,  it 
should  be  sent  for  x-ray  crystallographic  analysis. 
This  will  help  in  excluding  oxalate  stones  which 
have  a jack  stone  appearance  and  xanthine 
stones  which  have  a mulberry  appearance  from 
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smooth  calcium  phosphate  or  laminated  triple 
phosphate  stones.  The  L.  C.  Herring  and 
Company  in  Orlando,  Florida,  is  extremely 
helpful  in  this  regard.  In  further  evaluating  the 
possibility  of  renal  tubular  abnormalities  urinary 
ph  determinations  are  helpful.  Checking  the 
urine  several  times  during  the  day  will  reveal 
whether  the  urinary  ph  is  fixed  at  the  6.5  or  greater 
level.  This  would  suggest  a renal  tubular  acidotic 
problem.  Further  more  sophisticated  studies 
using  ammonium  chloride  loading  to  assess  renal 
acidification  ability  can  then  be  undertaken  if  an 
alkaline  urine  is  found  throughout  the  day. 
Infection  with  urea  splitting  bacteria  can  also 
give  such  a finding  but  urine  culture  and  sensi- 
tivity can  be  helpful  in  this  regard. 

As  regards  the  other  varieties  of  renal  stones 
which  are  less  common  in  occurrence,  several 
laboratory  studies  are  helpful.  Urine  which  is 
consistently  acid  should  be  a clue  to  the  presence 
of  uric  acid  stones  and  hyperuricuria.  In  addition, 
the  urinary  sediment  itself  can  offer  some  clues  as 
to  the  possibility  of  the  presence  of  high 
concentrations  of  oxalate  crystals  and  uric  acid 
crystals.  Similarly,  a 24  hour  urine  quantitative 
determination  for  oxalic  acid,  uric  acid  and 
cystine  can  be  undertaken  if  a familial  history  or 
the  other  more  common  varieties  of  calcium- 
containing  stones  can  be  excluded  by  the  above 
mentioned  studies.  Since  uric  acid  stones  are 
classically  radiolucent,  a filling  defect  during  the 
course  of  intravenous  pyelogram  when  the 
patient  is  symptomatic  is  useful  confirmatory 
evidence. 

The  treatment  of  these  various  causes  of 
nephrolithiasis  is  extremely  difficult  because  the 
underlying  mechanism  of  stone  formation  as 
mentioned  above,  is  not  known  with  certainty. 
Because  of  this,  proof  of  efficacy  of  any  treatment 
regimen  has  not  been  well  documented.  Certain 
general  rules,  however, appear  tohold.  Dilutionof 
urine  by  increasing  fluid  intake,  particularly  at 
night,  is  an  important  component  in  any 
treatment  regimen.  Surgical  procedures  to  relieve 
stasis  or  to  diminish  the  frequency  of  urinary  tract 
infections  should  be  imployed  when  specifically 
indicated.  Likewise,  appropriate  antibiotic 
therapy  to  irradicate  pathogens  should  be  used. 
Dietary  manipulations  can  be  used  when 
appropriate.  For  instance,  patients  with 
idiopathic  hypercalciuria  may  reduce  their  urine 
calcium  excretion  appreciably  by  marked 
limitation  of  calcium  intake.  Lowering  calcium 


intake  in  nonhypercalciuric  patients  with 
recurrent  calcium  oxalate  stones  may  not, 
however,  be  indicated.  Patients  who  over-excrete 
uric  acid  due  to  increased  production  would 
benefit  from  a low  purine  diet  and  likewise 
patients  who  have  hyperoxaluria  benefit  from  a 
low  oxalate  diet. 

Another  cornerstone  of  treatment  is  urinary  ph 
adjustments.  The  attempt  here  is  to  increase  the 
solubility  of  the  offending  urinary  crystalloid.  It 
turns  out  that  this  approach  is  very  effective  for 
uric  acid  stones  as  well  as  cystine  stones  w hich  are 
soluble  in  alkaline  urine.  Acidification  of  the 
urine  is  appropriate  in  recurrent  magnesium 
ammonium  phosphate  stone  formers,  although 
it  must  be  carried  out  in  conjunction  with  therapy 
to  eliminate  any  accompanying  urinary  tract 
infection.  It  is  questionable,  however,  if  urine  ph 
will  affect  frequency  of  recurrent  calcium  oxalate 
stones  since  the  solubility  of  calcium  oxalate  is 
unaffected  by  changes  in  ph  between  4.5  and  7.5. 
Systemic  alkali  therapy  may  be  helpful  in 
decreasing  the  hypercalciuria  of  renal  tubular 
acidosis. 

In  the  other  more  specific  conditions  which  are 
associated  with  renal  stones,  treatment  of  the 
underlying  condition  usually  decreases  the 
frequency  of  stone  formation,  i.e.,  removal  of  a 
parathyroid  adenoma  or  elimination  of  vitamin 
D usually  corrects  the  underlying  hypercalciuria. 
In  the  vast  majority  of  patients  with  idiopathic 
hypercalciuria,  a low  calcium  diet,  as  noted 
above,  may  be  quite  useful.  Recently  the  use  of 
thiazide  diuretics  for  reducing  urinary  calcium 
excretion  has  received  enthusiastic  support. 
Although  the  exact  mechanism  of  this  effect 
continues  to  be  debated,  it  does  seem  related  to  the 
ability  of  the  diuretics  to  decrease  sodium 
clearance  and  thereby  to  reduce  calcium 
clearance.  The  thiazide  diuretics  may  also 
increase  urinary  excretion  of  magnesium,  a 
potent  inhibitor  of  stone  formation.  Phosphate 
therapy  in  the  form  of  mixed  monobasic  and 
diabasic  salts  of  phosphate  have  also  been  used 
successfully  in  the  treatment  of  idiopathic 
hypercalciuria.  Phosphate  will  both  lower 
urinary  calcium  and  increase  urinary 
pyrophosphate,  another  potent  inhibitor  of  stone 
formation.  In  hypercalcemic  patients,  the 
potential  dangers  of  phosphate  have  tended  to 
limit  its  usefulness  and  caused  concern  about 
its  longterm  use  in  nonhypercalcemic  subjects. 
There  have  been  attempts  at  treating  this 
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condition  with  cellulose  phosphate.  The  results 
so  far  are  encouraging  although  clearcut 
beneficial  effects  over  a long  course  of  therapy 
have  not  yet  been  demonstrated.3 

In  summary  then,  we  still  do  not  know  very 
much  about  stone  formation  but  when  we  can 
uncover  an  underlying  cause  associated  with  the 
formation  of  renal  stones,  we  can  usually  alleviate 
the  problem.  However,  in  the  vast  majority  of 
patients,  recurrent  stone  formation  occurs 
without  an  apparent  etiology.  It  is  in  these 
patients  that  therapeutic  modalities  are  weak. 
Hopefully  when  more  information  about  renal 
stone  formation  accrues,  its  application  to  the 


Radiology 
Case  of  the  Month 
_____ 

CASE  2:  PROGRESSIVE  SYSTEMIC 
SCLEROSIS  (Scleroderma) 

JOHN  C.  BJELLAND,  M.D. 

IRWIN  M.  FREUNDLICH,  M.D. 


Two  roentgenograms  are  presented  of  a 45  year 
old  female  patient,  who  has  had  symptoms 
consistent  with  the  diagnosis  of  a hiatal  hernia  for 
approximately  the  past  36  months  as  well  as 
increasing  dysphagia  for  solid  foods.  She  also  has 
complained  of  joint  pain  and  stiffness  involving 
chiefly  the  fingers,  wrists  and  elbows,  which 
antedate  her  other  symptoms  by  at  least  six 
months  and  recently  has  noted  the  onset  of  flexion 
contractures  of  her  fingers. 


clinical  problem  will  be  swifter  than  what  it  has 
been  in  the  past.  Finally,  a strong  point  should  be 
made  for  a complete  medical  evaluation  of  all 
patients  who  present  with  nephrolithiasis  to 
eliminate  the  possibility  of  an  underlying 
correctable  condition. 
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The  upper  gastrointestinal  radiograph 
demonstrates  a moderately  dilated  distal 
esophagus  and  a hiatal  hernia.  The  duodenal 
sweep  is  also  dilated  to  a minimal  degree.  The 
lateral  view  of  the  elbow  demonstrates 
calcification  in  the  subcutaneous  tissues 
overlying  the  olecranon  process  (calcinosis 
circumscripta).  Due  to  the  superficial  location 
and  shape  of  the  calcification  it  should  not  be  due 
to  bursitis  or  triceps  peri-tendonitis  for  these 
structures  are  located  much  deeper  in  the  soft 
tissues  closer  to  the  olecranon  process.  Both 
radiographs  are  consistant  with  the  diagnosis  of 
progressive  systemic  sclerosis  (scleroderma), 
which  is  a generalized  disorder  of  connective 
tissue  with  inflammatory,  fibrotic  and 
degenerative  changes. 

PSS  is  most  common  in  females  (3:1)  with  the 
onset  of  the  disease  between  20-40  years  of  age. 

The  esophagus  is  the  most  commonly  affected 
and  esophageal  pathology  is  manifested  in 
approximately  90%  of  PSS  patients,  who  typically 
suffer  from  difficulty  in  swallowing  solid  foods. 
There  is  dilatation  of  the  distal  2/3  of  the 
esophagus  and  diminution  to  total  absence  of 
peristaltic  activity  noted  at  fluoroscopy.  These 
changes  are  secondary  to  replacement  of  the 
muscularis  fibers  by  collagen.  There  is  also  an 
increased  incidence  of  hiatal  hernia  and  reflux 
esophagitis. 

The  remainder  of  the  gastrointestinal  tract 
manifests  the  disease  by  demonstration  of  poor 
peristalsis  (hypomotility),  dilatation  and  delayed 


transit  of  barium  during  fluoroscopic  studies. 
Alternating  episodes  of  diarrhea  and  constipation 
may  be  present  and  the  malabsorption  syndrome 
may  result. 

Collagen  deposits  in  the  heart  may  result  in  a 
cardiomyopathy  and  the  lungs  in  some  show  a 
bibasilar  interstitial  fibrosis  or  become 
secondarily  affected  by  aspiration  pneumonia. 

Finally,  the  cutaneous  manifestations  of  PSS 
must  be  mentioned.  The  thickened,  tight,  fibrotic 
or  “cardboard”-like  skin  that  results  in  the  “claw- 
hand”  of  the  terminal  PSS  patient  is  familiar  to 
all.  However,  calcinosis  circumscripta,  the 
cutaneous  manifestation  of  the  disorder  this 
patient  exhibits  is  not  as  well  recognized.  These 
are  subcutaneous  calcifications,  the  incidence  of 
which  is  particularly  high  in  females  suffering 
from  the  disease.  The  location  and  distribution  of 
these  subcutaneous  collections  of  calcium  are 
found  chiefly  in  soft  tissues  overlying  boney 
prominences  such  as  fingertips,  elbows  or  knees. 

Calcinosis  circumscripta  is  a form  of 
dystrophic  calcification  and  is  secondary  to  an 
abnormality  in  the  affected  tissue.  The  other 
major  type  of  soft  tissue  calcification  is  related  to  a 
chronic  longstanding  hypercalcemia  or 
hypophosphatemia  as  seen  with  hyperpara- 
thyroidism, hypervitaminosis  D,  milk  alkali- 
syndrome,  metastatic  neoplasm  to  bone, 
sarcoidosis  and  hypophosphatemic  states. 
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In  1887,  the  Insane  Asylum  of  Arizona  was 
founded.  Since  that  time  both  the  name  of  the 
institution  and  its  methods  of  treating  the 
mentally  ill  have  changed.  The  Arizona  State 
Hospital,  formerly  the  Insane  Asylum,  joined  the 
Department  of  Health  Services  in  1974,  as  part  of 
legislative  action  designed  to  unify  state 
leadership  in  the  areas  of  mental  health,  drug 
abuse,  and  alcoholism.  The  State  Hospital  is  a 
significant  part  of  the  Department’s  division  of 
behavioral  health  services. 

Today,  the  State  Hospital,  located  at  24th  Street 


and  Van  Buren  in  Phoenix,  is  a multi-program 
facility  for  the  care  and  treatment  of  mentally  ill 
persons  who  enter  the  hospital  either  voluntarily 
or  through  civil  or  criminal  proceedings.  It 
provides  necessary  psychiatric,  educational,  and 
rehabilitative  services  for  its  patients. 

The  census  of  the  Hospital  reached  an  all-time 
high  of  1,756  in  1964  but  since  that  time  has 
steadily  declined  to  the  current  average  of  about 
680  patients.  Use  of  boarding  and  half-way  houses 
and  the  transfer  of  most  of  the  responsibility  for 
mental  retardation  patients  to  the  Department  of 
Economic  Security  have  contributed  to  the  census 
decline.  In  addition,  the  passage  of  Seante  Bill 
1035  in  1974  has  had  far  reaching  implications  for 
the  entire  mental  health  system.  The  basic 
purpose  of  the  legislation  was  to  modernize  the 
commitment  process  portion  of  the  mental  health 
delivery  system  in  Arizona.  The  bill  prescribed  a 
shift  in  location  for  the  initial  care  and  treatment 
of  mentally  disordered  persons  from  the  State 
Hospital  to  facilities  of  the  local  community. 

In  recent  years  several  additional  progams  have 
been  added  to  the  State  Hospital.  Among  them  are 
the  psychiatric  residency  training  program,  the 
mental  health  technology  program,  and  the 
patient  advocate  program. 

The  State  Hospital  began  operation  of  a 
psychiatric  residency  training  program  four  years 
ago.  First-year  residents  treat  adults,  children,  and 
college  students  on  an  outpatient  basis  under 
supervision.  Second-year  residents  work  six 
months  on  a State  Hospital  unit  for  patients  who 
need  short  term  treatment  and  six  months  with 
the  psychiatric  services  of  Maricopa  County. 
Third-year  residents  provide  consultation  for 
non-psychiatric  patients  at  the  Maricopa  County 
General  Hospital  and  study  neurology  at  the 
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Barrow  Neurological  Institute  of  St.  Joseph’s 
Hospital  and  Medical  Center. 

In  addition  to  the  residency  program  the  State 
Hospital  is  involved  in  a mental  health 
technology  program.  Working  with  Maricopa 
Technical  College,  the  hospital  assists  in  the 
evaluation  and  selection  of  applicants  and 
provides  them  with  knowledge  and  skills  related 
to  assessing  and  serving  patients.  The  Hospital 
also  operates  a pre-service  basic  education 
program,  as  well  as  ongoing  inservice 
educational  program  to  train  and  develop 
hospital  personnel  working  in  mental  health 
positions. 

The  hospital  has  initiated  a patient  advocate 
system  to  safeguard  the  rights  of  the  patients  in 
two  areas.  One  is  in  the  representation  of  the 
patient’s  interest  before  a committee  which 
considers  seclusion  and/or  restraint  for  a patient. 
The  other  is  in  representing  patients  who  are  on 
the  forensic  (maximum  security)  division  of  the 
hospital  or  who  are  otherwise  subjected  to 
unusual  loss  of  rights  or  liberty.  In  the  first 
example,  the  advocate  system  has  drastically 
reduced  the  number  of  instances  of  seclusion 
and/or  restraint  throughout  the  hospital  and  has 
served  to  enlighten  the  staff  with  respect  to 
alternative  modes  of  management. 

Voluntary  commitments  to  the  State  Hospital 
are  usually  handled  through  a screening  agency, 
clinic  or  hospital.  Although  the  State  Hospital  is 
not  a committing  agency,  additional  information 
regarding  patient  commitment  may  be  obtained 
by  calling  the  Hospital  at  244-1331.  If 
commitment  information  is  necessary  at  other 
than  normal  working  hours,  contact  should  be 
made  with  the  emergency  room  of  Maricopa 
County  Hospital,  267-5411. 


' N 
Book  Review 

J 


Acupuncture  Anesthesia  (A  translation  of  a 
Chinese  Publication  of  the  same  title) 
Reproduced  by  the  Geographic  Health  Studies 
Program  of  the  John  E.  Fogarty  International 
Center  for  Advanced  Study  in  the  Health  Sciences. 
1975  DHEW  Publication  No.  (NIH)  75-784 
This  is  a translation  of  a text  prepared  by  the 
Chinese  Ministry  of  Health. 

This  is  unlikely  to  become  a best  seller 
hereabouts,  but  for  those  who  wish  to  know  the 
history,  methods,  points  used  in  Acupuncture 
Anesthesia,  applications  to  various  surgical 
procedures  and  results  of  their  investigations  into 
the  theoretical  principles — as  the  Chinese 
practice  it,  this  is  the  source  book.  . 

The  main  criticism  is  that  the  acupuncture 
points  are  referred  to  by  their  Chinese  names 
instead  of  the  meridian  number  as  is  now  more 
frequently  used  in  the  world  literature. 
Pericardium  or  (P6)  would  be  easily  located — 
some  may  not  know  the  Chinese  point  name  so 
well  Nei-kuan. 

J.  W.  Kennedy,  M.D. 
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ARIZONA  MEDICAL  ASSOCIATION  AND  ARIZONA  MEDICAL  CENTER 
RECEIVE  $2.2  MILLION  FOR  REGIONAL  PERINATAL  PROGRAM 


The  Robert  Wood  Johnson  Foundation  has 
announced  grants  totaling  approximately  $20 
million  for  the  development  and  evaluation  of 
regional  systems  of  care  serving  all  pregnant 
women  and  newborn  infants  in  eight  areas  of  the 
United  States. 

This  national  Perinatal  Program  provides  one- 
time, five-year  grants  to  assst  the  physicians  and 
hospitals  in  the  eight  regions  to  develop  systems 
for  identifying  women  with  high-risk 
pregnancies  and  providing  them  and  their 
newborn  infants  with  specialized  care.  The 
immediate  objective  is  to  reduce  maternal  and 
infant  mortality,  and  birth  defects  and  other 
disabilities  in  the  newborn. 

The  eight  regions  selected  are:  the  state  of 
Arizona;  Metropolitan  Cleveland,  Ohio;  Dallas 
County,  Texas;  three  different  sections  of  Los 
Angeles  County;  a portion  of  New  York  City;  and 
an  eleven-county  area  around  Syracuse,  New 
York. 

A ninth  grant — $2  million  to  the  Johns 
Hopkins  Medical  Institutions — is  for  a five-year 
independent  evaluation  of  the  program.  The 
evaluation  will  document  to  what  extent 
mortality  and  disabilities  are  reduced,  and  what 
changes  in  the  delivery  of  care  result  from 
regionalization. 

In  announcing  the  grants,  Foundation 
President  Dr.  David  E.  Rogers  said: 

“The  available  evidence  suggests  that  we  can 
improve  the  care  of  pregnant  women  and 
newborn  infants  in  this  country  simply  by  better 
organizing  and  using  existing  medical 
knowledge  and  techniques.  In  addition  to 
reducing  the  number  of  infants  born  dead  or  who 
fail  to  survive  the  first  few  weeks  following  birth, 
we  believe  these  regional  efforts  can  substantially 
reduce  the  number  of  children  born  with 
impaired  potentials  for  both  mental  and  physical 
growth.’’ 


In  any  group  of  pregnant  women,  between  12 
and  30  per  cent  will  have  some  findings  that 
indicate  trouble  may  be  along  the  way  for  either 
the  unborn  child  or  the  mother.  These  pregnant 
women,  identified  as  being  high-risk,  stand  a 
three-times  to  five-times  greater  chance  of  loss  or 
damage  to  their  offspring  than  other  women. 

In  about  one-half  to  two-thirds  of  such  high- 
risk  pregnancies,  the  abnormality  can  be 
discovered  sometime  before  birth  when  the 
mother  is  being  treated  as  an  ambulatory  patient. 
The  remainder  of  the  serious  events  are  usually 
undetectable  until  the  woman  is  at  the  end  of  her 
pregnancy  and  in  the  hospital  for  delivery. 

Each  regional  project  assisted  by  the 
Foundation  will  require  the  cooperation  and 
participation  of  all  physicians  providing 
obstetrical  and  pediatric  care.  A full-range  of 
medical  and  hospital  services  will  be  linked 
together,  including  a central  hospital  that  has 
highly  specialized  staff  and  facilities  to  manage 
the  most  serious  risks  and  problems  of  both 
pregnant  women  and  newborn  infants. 

Also  to  be  included  are  regionalized 
transportation  systems  for  women  with  high-risk 
pregnancies  and  for  high-risk  newborn  infants; 
regionalized  diagnostic  laboratory  services;  and 
systematic  follow-up  and  care  of  the  high-risk 
infants. 

Final  budgets  are  still  to  be  negotiated,  but  the 
Foundation  has  earmarked  $17.6  million  to 
provide  five  years  of  assistance  for  the  Program — 
up  to  $2.2  million  per  region. 

The  regions  and  the  institutions  receiving  the 
grants  announced  today  are: 

— State  of  Arizona — The  Arizona  Medical 
Association  and  the  University  of  Arizona 
Medical  Center. 

— Metropolitan  Cleveland,  Ohio — Case 
Western  Reserve  University  School  of 
Medicine. 
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— Dallas  County — The  University  of  Texas 
Southwestern  Medical  School. 

— Los  Angeles  I — University  of  California — 
Los  Angeles  Harbor  General  Hospital. 

— Los  Angeles  II — University  of  Southern 
California — Los  Angeles  County  General 
Hospital. 

— New  York  City  (UpperWest  Side)  — 
Columbia — Presbyterian  Medical  Center. 

— Upstate  New  York — State  University  of 
New  York,  Upstate  Medical  Center, 
Syracuse. 

The  independent  evaluation  will  be  conducted 
by  a team  of  specialists  under  the  direction  of 
Sam  Shapiro,  Director  of  the  Health  Services 
Research  and  Development  Center  of  The  Johns 
Hopkins  Medical  Institutions. 

The  two-year  process  of  developing  the 
program  has  been  coordinated  for  the  Foundation 
by  Dr.  Irwin  R.  Merkatz,  Professor  of  Obstetrics 
and  Gynecology,  Case  Western  Reserve 
Lfniversity  School  of  Medicine,  who  will  direct 
the  Metropolitan  Cleveland  regional  project. 

PERINATAL  PROGRAM  DETAILS 

The  Foundation’s  national  Perinatal 
Program*  has  been  designed  to  establish  regional 
systems  of  care  for  all  high-risk  pregnant  women 
and  newborn  infants  in  eight  areas  of  the  United 
States.  These  networks  will  test  the  belief  that 
such  regional  systems  can  substantially  reduce 
maternal  and  infant  mortality  and  neurological 
and  other  birth  defects  in  the  newborn. 

The  Foundation  has  allocated  $17.6  million 
over  a five-year  period  to  launch  and  conduct 
these  regional  programs:  the  State  of  Arizona; 
Metropolitan  Cleveland,  Ohio;  Dallas  County, 
Texas;  three  sections  of  Los  Angeles;  a portion  of 
New  York  City;  and  an  eleven-county  area  around 
Syracuse,  New  York. 

An  additional  $2  million  has  been  awarded  to 
The  Johns  Hopkins  Medical  Institutions’  Health 
Services  Research  and  Development  Center  to 
conduct  an  independent  evaluation  of  the  overall 
program. 

The  remainder  of  this  Summary  contains 
sections  on  High-Risk  Prenancy — a Perspective; 
Developing  the  Regional  System;  Regional 
Profiles;  Program  Evaluation;  and  The  Selection 
Process. 

♦Perinatal  refers  to  the  period  before,  during  and  after  birth. 


HIGH-RISK  PREGNANCY— A PERSPECTIVE 

In  any  group  of  pregnant  women,  between  12 
and  30  per  cent  will  have  some  findings  that 
indicate  trouble  may  be  along  the  way  for  either 
the  unborn  child  or  the  mother.  These  pregnant 
women,  identified  as  being  high-risk,  stand  a 
three-times  to  five-times  greater  chance  of  loss  or 
damage  to  their  offspring  than  women  with 
normal  pregnancies.  In  about  one-half  to  two- 
thirds  of  such  high-risk  pregnancies,  the 
abnormality  can  be  discovered  sometime  before 
birth,  when  the  mother  is  being  treated  as  an 
ambulatory  patient.  The  remainder  of  the  serious 
events  are  usually  undetectable  until  the  mother  is 
at  term  and  in  the  hospital  for  delivery. 

The  potential  consequences  of  inadequate 
means  for  the  medical  management  of  high-risk 
pregnancies  include:  (1)  death  or  disability  of  the 
mother;  (2)  death  of  the  infant  at  birth  or  soon 
thereafter;  (3)  the  appearance  of  a collection  of 
individual  disabilities  in  the  infant  leading  to 
fatal  illness  in  the  early  months  of  life;  and  (4)  the 
appearance  in  the  infant  of  complex  neurological 
disabilities  that  range  from  a group  of  entities 
known  as  “cerebral  palsy,”  tocertain  behavioralor 
learning  disabilities  associated  with  the  faulty 
function  of  the  central  nervous  system. 

Most  infant  deaths  occur  in  babies  born 
weighing  less  than  5 1/2  pounds  Although 
outcomes  before  1960  were  less  favorable,  recent 
data  on  infants  born  during  the  past  few  years  and 
cared  for  in  modern  perinatal  centers  indicate  that 
few  of  the  surviving  low-birth-weight  infants 
have  significant  handicaps. 

There  is  sufficient  evidence  that  recent 
advances  in  medical  knowledge  and  technology, 
if  effectively  applied  on  a regional  basis,  can 
significantly  improve  the  outcome  of  high-risk 
pregnancies.  However,  the  story  is  the  familiar 
one  that  there  are  no  fully  coordinated  region- 
wide systems  in  place  to  make  maximal  use  of 
these  advances. 

DEVELOPING  THE  REGIONAL  SYSTEM 

In  each  funded  program  a regional  service  net- 
work will  be  organized  among  physicians  and 
institutions  in  a geographic  area  recording  about 
20,000  births  each  year.  Generally  speaking,  this 
number  of  births  will  require  a total  population 
of  700,000  to  1.4  million  people. 

Basically,  the  Foundation’s  program  provides 
assistance  for  the  development  of  regionalized 
care  networks  that  will  provide: 
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— Uniform  screening  and  early  identification 
of  women  with  high-risk  pregnancies. 

— Equal  access  for  high-risk  infants  and  preg- 
nant women  to  multi-disciplinary  consulta- 
tive services  and  regionalized  diagnostic 
laboratories. 

— Graded  levels  of  obstetrical  and  neonatal 
specialized  care  that  correspond  to  progress- 
ive levels  of  identified  risk. 

— A medical  center  hub  that  has  a fully  staffed 
and  equipped  regional  perinatal  center  with 
adjacent  obstetrical  and  neonatal  intensive 
care  units. 

— A generalized  upgrading  of  perinatal  services 
within  all  participating  institutions  in  the 
region. 

— A regional  communications  system  connect- 
ing community  hospitals  to  the  hub  of  the 
network — the  perinatal  center. 

— Continuing  education  programs  for  pro- 
fessional groups  and  the  general  public. 

— Transportation  systems  for  women  with 
high-risk  pregnancies  and  for  high-risk 
newborns  to  the  regional  perinatal  center 
and  diagnostic  laboratories. 

— Continuously  available  obstetrical  and  neo- 
natal consultative  services. 

— Systematic  follow-up  and  care  of  high- 
risk  newborns  in  the  region  through  the 
first  year  of  life. 

To  enroll  a sufficient  number  of  women  in  a 
region  will  require  the  cooperation  and 
participation  of  all  physicians  providing 
obstetrical  care.  Agreement  to  participate  must 
also  be  reached  among  the  hospitals  in  the  region. 
A “community  contract”  of  this  type  is  the 
keystone  of  the  entire  system,  which  places  equal 
emphasis  on  the  services  available  in  the 
communities  and  community  hospitals  and  those 
available  at  the  hub  of  the  network. 

In  summary,  the  proposed  system  is  one  in 
which  all  pregnant  women  in  a particular  region 
get  initial  care  close  to  home,  but  if  the  situation 
requires  more,  the  regional  resources  can  be 
brought  into  play.  This  includes,  if  necessary, 
transfer  to  the  nearest  place  where  more  complex 
care  can  be  delivered.  This  concept  of  regionalized 
high-risk  obstetrical  care  builds  on  principles 
formulated  by  the  Committee  on  Perinatal 
Health,  a group  composed  of  distinguished 
members  of  the  American  College  of  Obstetrics 
and  Gynecology,  the  American  Academy  of 
Pediatrics,  American  Academy  of  Family 
Physicians,  and  the  American  Medical 


Association.  The  National  Foundation-March  of 
Dimes  has  provided  financial  and  administrative 
assistance  to  this  Committee. 


Regional  Profiles 

I.  Region: 

Population  of  Region: 
Anticipated  Births 
Each  Year: 

Institution 

Administering  Project: 

Regional  Project 
Director: 


Address: 

Phone  Number: 

II.  Region: 

Population  of  Region: 
Anticipated  Births 
Each  Year: 

Institution 

Administering 

Project: 

Regional  Project 
Director: 

Address: 


Phone  Number: 

III.  Region: 

Population  of  Region: 
Anticipated  Births 
Each  Year: 

Institution 

Administering  Project: 
Regional  Project 


Address: 

Phone  Number: 

IV.  Region: 

Population  of  Region: 
Anticipated  Births 
Each  Year: 

Institution 

Administering  Project: 

Regional  Project 
Director: 


Address: 

Phone  Number: 


The  State  of  Arizona 
2,100.000 

37.500 

Arizona  Medical  Association 
and  University  of  Arizona 
Medical  Center 
William  J.  R.  Daily,  M.D. 
Chairman,  Perinatal  Planning 
Section  Maternal  & Child 
Health  Care  Committee  Ari- 
zona Medical  Association 
c/o  Good  Samaritan  Hospital 
1033  East  McDowell  Road 
Phoenix,  Arizona  85006 
(602)  252-661 1,  Extension  3143 

Metropolitan  Cleveland 
1,721.298 

15.000  to  25,000 

Case  Western  Reserve  Uni- 
versity School  of 
Medicine 

Irwin  R.  Merkatz,  M.D. 
Professor  of  Obstetrics  and 
Gynecology,  Case  Western 
Reserve  University 
University  Hospitals, 
McDonald  House,  Room  115 
2105  Adelbert  Road, 
Cleveland,  Ohio  44106 
(216)  791-7300,  Extension  451 

Dallas  County,  Texas 

1 .500.000 

25.000 

University  of  Texas 
Southwestern  Medical  School 
Paul  C.  MacDonald,  M.D. 
Professor  and  Chairman 
Department  of  Obstetrics  & 
Gynecology,  University  of 
Texas  Southwestern  Medical 
School 

Southwestern  Medical  School 
5323  Harry  Hines  Boulevard 
Dallas,  Texas  75235 
(214)  688-3314 

Los  Angeles  — Coastal  Region 

1 .300.000 

18.000 

Universty  of  California, 

Los  Angeles 
Calvin  J.  Hobel,  M.D. 

Chief  of  Obstetrics,  Associate 
Professor  Department  of 
Obstetrics  8c  Gynecology  & 
Pediatrics 

University  of  California,  Los 
Angeles  School  of  Medicine 
Harbor  General  Hospital 
1000  West  Carson  Street 
Torrance,  California  90509 
(213)  328-2380,  Extension  309 
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V.  Region: 

Population  of  Region: 
Anticipated  Births 
Each  Year: 

Institution 

Administering  Project: 

Regional  Project 
Director: 


Address: 


Phone  Number: 

VI.  Region: 

Population  of  Region: 
Anticipated  Births 
Each  Year: 

Institution 
Administering 
Project: 

Regional  Project 
Director: 


Address: 


Phone  Number: 

VII.  Region: 

Population  of  Region: 
Anticipated  Births 
Each  Year: 

Institution 

Administering 

Project: 

Regional  Project 
Co-Directors: 


Address: 


Phone  Number: 

VIII.  Region: 


Population  of  Region: 
Anticipated  Births 
Each  Year: 

Institution 

Administering 

Project: 


Los  Angeles  — Southeastern 
Region 

770.000 

15,700 

Drew  Postgraduate  Medical 
School 

Ezra  C.  Davidson,  Jr.,  M.D. 
Professor  and  Chairman 
Department  of  Obstetrics  and 
Gynecology,  Charles  R.  Drew 
Postgraduate  Medical  School 
Martin  Luther  King,  Jr., 
General  Hospital,  12021 
Wilmington  Avenue,  Los 
Angeles,  California  90059 
(213)  639-8550 

Los  Angeles — Central  and  San 

Gabriel  Region 

2,747,705 

43.000 

University  of  Southern 
California, 

Los  Angeles 

Edward  J.  Quilligan,  M.D. 
Professor  and  Chairman 
Department  of  Obstetrics  & 
Gyneclogy,  University  of 
Southern  California  School  of 
Medicine 

Women’s  Hospital 
1240  North  Mission  Road 
Los  Angeles,  California  90033 
(213)  226-3416 

New  York  City — Upper  West 

Side 

807,466 

13.000 

Columbia-Presbyterian 
Medical  Center 
Raymond  L.  Vande  Wiele, 
M.D.,  Professor  and  Chair- 
man, Obstetrics  & Gynecology 
College  of  Physicians  and 
Surgeons  Columbia 
University 

L.  Stanley  James,  M.D. 
Professor  of  Pediatrics 
Director  of  Perinatal  Division 
College  of  Physicians  and 
Surgeons,  Columbia 
University 

College  of  Physicians  and 
Surgeons,  Columbia 
University,  630  West  168th 
Street,  New  York,  New  York 
10032 

(212)  579-2377 

Upstate  New  York — 11- 
County  Region  around 
Syracuse 
2,000,000 

20.000  to  25,000 

State  University  of 
New  York 


Regional  Project 
Co-Directors: 


Margaret  L.  Williams, 


Address: 


Phone  Number: 


Richard  H.  Aubry,  M.D. 
Associate  Professor 
Department  of  Obstetrics  8c 
Gynecology 

Upstate  Medical  Center 
State  University  of 
New  York 

M.D.,  Associate  Professor 
Department  of  Pediatrics 
Upstate  Medical  Center 
State  University  of  New  York 
The  Regional  Perinatal  Center 
Upstate  Medical  Center 
750  East  Adams  Street 
Syracuse,  New  York  13210 
(315)  476-5841 


PROGRAM  EVALUATION 

The  independent  evaluation  is  under  the 
direction  of  Sam  Shapiro,  who  is  Director  of  The 
Johns  Hopkins  Medical  Institutions’  Health 
Services  Research  and  Development  Center. 

The  evaluation  will  document  two  major 
outcomes.  The  first  is  to  what  extent  mortality 
and  disabilities  in  children  born  in  the 
demonstration  areas  are  reduced.  The  second  is 
the  changes  that  regionalization  introduces  in  the 
delivery  of  health  services.  The  latter  includes 
staffing  and  referral  patterns,  facilities  and 
equipment,  and  transportation  arrangements  for 
mothers  and  newborns. 

Initial  data  on  the  impact  of  this  program  on 
infant  mortality  and  morbidity  should  be 
available  within  two  years  after  the  five-year 
regional  demonstration  projects  are  started. 

THE  SELECTION  PROCESS 

Thirty-nine  medical  centers  initially  submitted 
applications,  August  15,  1974.  They  included  a 
definition  and  characterization  of  the  region  to  be 
served,  and  presented  evidence  that  the  required 
regionalized  systems  of  care  could  be  developed. 

The  applications  were  reviewed  by  Foundation 
staff  with  the  assistance  of  six  experienced 
physician-consultants.  Twelve  applicants 
selected  for  further  review  were  asked  to  submit  a 
tentative  budget  and  more  detailed  information 
on  the  organization  of  the  regionalized  network. 
The  12  regions  were  visited  by  teams  of  experts  in 
erly  1975,  and  the  eight  selected  to  receive  grants 
were  announced  in  July,  1975. 

The  two-year  process  of  developing  the 
program  was  coordinated  for  the  Foundation  by 
Dr.  Irwin  R.  Merkatz,  Professor  of  Obstetrics  and 
Gynecology,  Case  Western  Reserve  University 
School  of  medicine,  who  will  direct  the 
Metropolitan  Cleveland  regional  project. 
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CONVENTION  MISCELLANY 
AMA  CONVENTION  1975  ATLANTIC  CITY 


AMA  Convention  1975  Atlantic  City — rife  with 
politics:  election  of  new  officers;  strengthening 
and  weakening  of  old;  jockeying  for  position  by 
individuals  and  by  groups  gathering  power  unto 
themselves,  excited,  intense,  so  very  serious  . . . 

250  men  (a  sprinkling  of  women  in  the  Interns 
and  Residents  and  Students’  Business  Sections) 
all  making  somewhat  vain  attempts  to  deal  with 
the  problems  the  world  has  curiously  presented  to 
them:  malpractice  insurance,  national  health 
insurance,  national  health  insurance,  work 
stoppage  policies  (alias  “strike”)  and  the  age-old 
matters  of  Life  and  Death,  once  again  admitted  to 
be  indefinable. 

The  student  were  self-important,  pleased  by  the 
funding  of  a whole  suite  and  all  expenses;  sat  back 
envisioning  gains  and  losses,  reminiscing  about 
other  conventions  (“Portland  ...  we  really  got 
things  done  there”),  lively  but  half-discouraged, 
warm  to  a newcomer,  a bit  overenchanted  with 
the  opportunity  to  explain  tremendous 
accomplishments  for  which  they  had  been 
responsible.  Their  experience  was  obvious. 

Housestaff  was  a bit  more  serious,  having  some 
legislation  pending  which  stirred  reactions; 
running  a flamboyant  well-spoken  candidate  for 
vice-president  (!);  promising  attempts  to  deal 
with  the  tremendous  financial  problems 
presently  facing  the  A.M.A.  The  most  obvious 
clear  thinkers. 

I he  Arizona  delegation  was  a bit  more 
relaxed — spouses  were  in  company;  food,  drink 
and  experienced  conversation  were  abundant. 

Most  activity  related  to  establishing  solid 
standing  in  the  House  of  Delegates,  and  it  seemed 


to  me,  made  a good  showing.  Legislation, 
amended  in  conference  committees  but  as  a rule 
drawn  up  and  referred  in  the  Back  Room,  was 
discussed  for  two  days  and  the  wilder  ideas  were 
toned  down  on  the  floor.  (You’ve  come  a long 
way,  A.M.A.,  but  it  may  still  be  that  the  path 
you’re  taking  is  not  a viable  one.)  I felt  as  if  I was 
witnessing  a concentrated  microcosm  of  the 
world-at-large,  flavored  with  problems  and 
personalities  of  physicians,  but  facing  impossible 
situations  with  stop-gap  measures,  a body  with 
the  intentions  of  a democracy,  and  many  of  the 
unwieldy  problems  thereof,  but  still  guided, 
though  subtly  and  without  protest,  by  the 
oligarchy.  The  world  will  go  its  own  way;  it  may 
be  coincidence,  it  may  be  luck  that  a solution  will 
be  stumbled  upon  in  proceedings  such  as  went  on 
in  the  meeting. 

What  I saw  were  human  beings — not  always 
convinced  of  that  themselves — subject  to  some  of 
the  same  instinctual  behavior  patterns:  self- 
protection of  the  magic  postion  that  is  challenged 
from  all  sides  and  possibly  past  remedy; 
conservative,  but  yielding  when  survival 
necessitates. 

As  a young  person,  I am  allowed  to  be  critical 
(and  mistaken),  illusioned,  and  disillusioned. 
The  problems  are  difficult;  the  solutions 
unclear — all  of  which  merge  to  create  what  served 
me  as  one  more  aspect  of  a continuing  and 
invaluable  education. 

Kathy  Reed 

President,  Arizona  Chapter 
American  Medical 
Student  Association 
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THE  PUBLIC  INTEREST  IN  THE 
TREATMENT  OF  PATIENTS  WITH 
HEAD  AND  SPINAL  INJURIES 


HONORABLE  HOWARD  PYLE 


Whenever  I find  myself  surrounded  by  the  kind 
of  company  that  so  distinguishes  this  occasion,  it 
is  difficult  to  resist  retelling  the  story  that  is  told 
about  the  fellow  who  had  been  through  the 
Johnstown  flood.  It  was  his  one  great  experience 
and,  given  the  slightest  opportunity,  he  would 
proceed  to  tell  all  about  it. 

Eventually  he  passed  from  this  life  and  was 
greeted  by  St.  Peter,  who  asked  him  if  there  w’as 
anything  he  could  do  to  make  him  feel  at  home? 
Without  a moment’s  hesitation  the  new  arrival 
replied.  “I  would  appreciate  it  if  you  could  get  a 
few  of  the  folks  together.  I would  like  to  tell  them 
about  the  Johnstown  flood.”  St.  Peter  thought  it 


Dinner  Address,  Barrow  Neurological  Foundation  and  Guests, 
Arizona  Biltmore  Hotel.  April  12,  1975.  The  Honorable  Howard 
Pyle  served  two  terms  as  Governor  of  Arizona,  was  Assistant  to 
President  D.  D.  Eisenhower,  and  the  President  of  the  National 
Safety  Council. 


was  rather  an  unusual  request,  but  he  was 
accommodating  and  shortly  the  crowd  was 
assembled.  The  introductions  were  made  and  as 
the  star  of  the  occasion  stepped  to  the  podium,  St. 
Peter  tugged  at  his  sleeve  and  said.  “You  may  he 
interested  to  know  that  Noah  is  in  the  audience.” 

Needless  to  say,  there  are  Noahs  in  this 
audience  and  I feel  their  presence  very  keenly. 

During  my  National  Safety  Council  years  it  was 
my  privilege  to  know  and  work  with  some  of  the 
most  totally  committed  humanitarians  one  could 
ever  hope  to  know.  Although  I found  them  in  many 
walks  of  life,  I was  always  especially  impressed  by 
those  whose  devotion  to  human  welfare  was 
related  to  the  medical  profession.  Here,  respect  for 
life  is  so  sharply  defined  and  strongly  felt  it  seems 
to  provide  a tireless  compassion  for  people.  No 
manifestation  of  this  fact  has  been  more  helpful  to 
organized  safety  than  the  monumental  progress 
that  has  been  made  in  the  care  of  trauma. 
Countless  numbers  of  men,  women  and  children 
are  alive  today  and  contributing  incalculable 
benefits  to  our  society,  because  the  medical 
profession  has  developed  an  elite  corps  of 
specialists  whose  concentration  of  effort  in  this 
critical  area  of  need  has  produced  amazing  results. 
Such  progress  would  not  have  been  possible 
without  inspired  leadership  on  the  part  of 
talented  individuals  located  in  strategic  centers  of 
opportunity  throughout  the  country.  Among  the 
best  known  and  most  productive  of  these  centers  is 
the  Barrow  Neurological  Institute. 

Although  deaths  from  accidents  rank  fourth — 
behind  heart  disease,  cancer  and  stroke — the 
number  of  productive  years  wasted  because  of 
trauma  attributable  to  accidents  increases  the 
gravity  of  the  accident  problem.  Almost  half  of 
those  thus  killed  are  below  the  age  of  35.  Of  the 
total  number  of  deaths  from  ages  1 to  35,  accidents 
account  for  almost  half.  Taking  people  from  all 
age  groups,  the  facts  show  that  accidents,  because 
the  average  age  of  the  accident  victim  is  much 
lower  than  that  of  the  other  three  killers,  ranks 
third  in  the  number  of  potentially  productive 
years  eliminated — twice  that  of  strokes. 

In  the  treatment  of  accidental  injury  the  gap 
between  what  can  be  done  and  what  is  being  done 
has  been  wider  than  for  any  other  disease. 

What  can  be  done  was  dramatically  proved  by 
the  record  of  our  armed  forces  in  Vietnam. 
Thanks  to  rapid  evacuation  by  helicopter  many 
more  severely  injured  patients  lived  long  enough 


ARIZONA  MEDICINE  739 


to  reach  treatment  centers.  As  a consequence  the 
mortality  rate  from  enemy  action  was  the  lowest 
ever  known.  Going  back  even  further  ...  if  we 
compare  the  survival  rate,  the  methods  of 
transportation  and  the  preparation  of  the 
wounded  for  surgical  intervention  in  the  Crimean 
War,  our  own  Civil  War  and  World  War  II,  we 
have  to  marvel  at  the  progress  that  was  made. 

Still,  here  at  home  far  from  the  torment  and 
strife  of  the  battle  field,  we  continue  to  face  the 
fact  that  thousands  are  dying  needlessly  and 
thousands  more  are  being  permanently  disabled 
every  year  because  they  do  not  receive  adequate 
emergency  medical  care  at  the  scene  of  the 
accident  and  in  transit  to  medical  centers. 

Progress  has  been  made  since  the  Highway 
Safety  Acts  of  1966  were  passed  by  the  Congress 
and  a national  standard  was  promulgated 
covering  emergency  medical  services.  The 
standard  requires  that  each  state  is  to  develop  and 
maintain  an  adequate  emergency  medical  services 
response  system  for  those  injured  in  both  urban 
and  rural  highway  crashes.  The  system  must 
provide  for: 

— quick  identification  of  and  response  to 
accidents 

— emergency  care  and  transportation  of  the 
injured 

— sustaining  and  prolonging  life  through 
proper  emergency  care  measures 
— communications  equipment  necessary  for 
coordination,  control,  and  transportation 
to  definitive  medical  care  in  the  shortest  time 
possible  without  creating  additional  hazards. 
Definitive  medical  care  means  medical  care  in 
designated  medical  centers  for  accident  victims 
suffering  from  certain  types  of  injuries  such 
as  those  involving  the  head  and  spinal  cord. 

It  has  been  widely  reported,  based  on 
experience,  that  one  of  the  most  controversial 
issues  in  developing  an  emergency  medical 
service  system  is  the  process  of  classifying 
hospitals’  emergency  facilities  and  capabilities  in 
a meaningful  way  so  that  injures  can  be  referred  to 
the  appropriate  institution.  Deciding  on  what 
basis  to  categorize,  who  should  do  it  and  whether 
it  should  be  voluntary  or  compulsory  can  provoke 
explosive  debate.  Unpopular  as  the  idea  is  in 
certain  quarters  it  appears  to  be  a practical 
necessity  and  these  states  with  the  most  advanced 
planning  are  gradually  working  out  the 
administrative  details.  In  Arizona  there  has  been  a 
steady  flow  of  constructive  effort  since  the  very 


beginning  of  the  national  program.  Especially 
noteworthy  has  been  the  leadership  provided  by 
the  Emergency  Medical  Services  Committee  set 
up  by  Governor  Williams  under  the  leadership  of 
Sister  Mary  Ralph. 

It’s  an  enormous  challenge  when  you  try  to 
reckon  with  the  fact  that  the  average  American 
community  returns  only  about  1 in  20  trauma 
victims  to  their  former  life  style.  Opinions  differ 
constantly  as  to  where  the  major  emphasis  should 
be  placed.  It  is  often  pointed  out  that  at  least  half 
of  all  heart  attack  and  accident  victims  die  before 
they  reach  a hospital.  In  the  judgment  of  many 
this  means  that  communications  and 
transportation  are  the  logical  priorities.  In 
support  of  this  position  it  is  argued  that  if 
something  isn’t  done  in  the  first  four  minutes  it 
doesn’t  matter  what  the  hospitals  are  like. 

On  the  contrary,  demonstration  projects  have 
proved  otherwise.  In  one  situation  it  is  reported 
that  during  the  first  year  only  one  of  every  ten 
victims  was  being  saved.  Pressing  on  the  project 
added  statewide  community  education  and  public 
instruction  in  cardio-pulmonary  resuscitation 
and  the  ratio  went  up  to  one  in  four. 

So,  a strong  case  can  be  made  for  a fully 
comprehensive  emergency  medical  services 
system  including  . . . 

1 —  An  adequate  number  of  safe,  comfortable 
casualty  vehicles  with  space  for  necessary 
equipment  and  room  for  attendants  to  carry 
out  continuing  emergency  care 

2 —  Equipment  for  all  forms  of  emergency  care, 
including  cardio-pulmonary  resuscitation, 
control  of  hemorrhage,  splinting  of  fractures, 
controlled  suction  and  oxygen  administra- 
tion and  access  tools  for  rescue 

3 —  An  adequate  communications  system  among 
the  vehicles,  a central  dispatcher,  and  the 
emergency  department  of  a hospital  so  the 
department  can  be  warned  of  the  patient’s 
impending  arrival  with  a physician  able  to 
give  emergency  care  instructions  to  attendants 

4 —  One  or  two  attendants  per  vehicle  in  addition 
to  the  driver,  all  well  trained  in  emergency 
care  according  to  the  guidelines  and  recom- 
mendations of  the  Committee  on  Emergency 
Medical  Services  of  the  National  Academy 
of  Sciences,  the  National  Highway  Safety 
Bureau  and  the  American  College  of 
Surgeons. 

To  all  of  this  and  such  other  factors  as  pertain 
must  be  added  the  kinds  of  trauma  centers  that  the 
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Barrow  Neurological  Foundation  has  done  so 
much  to  make  available  in  this  area.  Having 
personally  visited  the  Institute  from  floor  to  floor 
it  is  my  carefully  considered  judgment  that  what 
has  been  established  here  is  proof  positive  that 
Barrow  is  well  on  its  way  to  being  known 
throughout  the  country  as  one  of  the  nation’s 
finest  neurological  treatment  centers.  The 
building  process  will  be  demanding,  but  it  will 
also  be  rewarding  in  terms  of  men,  women  and 
children  whose  lives  have  been  made  liveable  and 
useful  again  in  spite  of  the  critical  nature  of  their 
physical  problems.  Barrow’s  growing 
contribution  to  the  education  of  nurses,  interns, 
residents,  university  and  medical  students  will 
spread  the  gospel  as  it  applies  to  the  neurological 
sciences  in  an  every-widening  circle.  Already 
Barrow’s  research  has  distinguished  the 
Institute’s  expanding  capabilities  in  this  highly 
essential  field. 

For  most  of  us  there  is  something  very  special 
about  the  treatment  and  care  of  patients  suffering 
from  disorders  and  injuries  involving  the  brain 
and  nervous  system.  To  know  that  Arizona  is 
gaining  national  recognition  in  this  field  thanks 
to  the  Barrow  Neurological  Institute  is  not  only  a 
source  of  great  pride  for  all  of  us,  but  also  a reason 
for  a growing  confidence  in  the  rapidly  maturing 
health  care  system  in  our  state. 

I see  it  as  a strong  inducement  to  those  agencies 
of  our  state  that  are  officially  responsible  for  what 
happens  to  the  critically  injured  whether  the 
damage  is  done  on  the  highway,  in  the  home,  in 
public  places  or  on  the  job.  To  be  blessed  with 
treatment  centers  of  the  caliber  that  are  available 
in  Arizona  and  fail  to  make  the  most  of  them 
simply  because  we  do  not  have  a fully  adequate 
Emergency  Medical  Service  System  is  to  say  to  our 
citizens  and  our  visitors  . . . we  appreciate  you,  but 
not  that  much. 

Certainly  there  are  problems,  but  they  can  be 
overcome  . . . they  must  be  overcome  and  just  as 
rapidly  as  possible. 

Since  we  began  by  acknowledging  the  Noah’s 
present  it  is  important  that  I close  by  thanking 
them  for  the  inspiration  of  their  devotion  to  the 
healing  sciences.  The  poet  Longfellow  could 
have  had  them  in  mind  ...  or  the  likes  of  them  . . . 
when  he  wrote  . . . 

The  heights  by  great  men  reached  and  kept 
Were  not  attained  by  sudden  flight, 

But  they,  while  their  companions  slept 
Were  toiling  upward  in  the  night 


^ A 

Editorial 



INDIAN  HEALTH  CARE: 

A REAL  HEALTH  CARE  CRISIS 


t 

A 


SENATOR  PAUL  J.  FANNIN 


If  there  is  a crisis  in  health  care  programs  it  is  in 
the  care  provided  to  our  Indian  citizens.  While 
most  Americans  have  access  to  a wide  range  of 
health  services  our  Indian  people  confront  a 
health  care  system  which  is  deficit  in  manpower, 
in  services,  and  in  quality  facilities.  In  short, 
Indian  health  care  is  inadequate. 

The  story  of  this  crisis  in  Indian  health  care  is 
largely  the  story  of  the  Indian  Health  Service 
which  is  primarily  responsible  for  providing 
health  care  services  to  Indian  people.  By  historical 
precedent  and  by  legal  obligation  the  Federal 
Government  has  the  responsibility  for  assuring 
quality  health  care  to  some  188,000  Indian  people 
living  primarily  on  isolated  rural  reservations  in 
23  states.  With  some  8,100  full  time  employees,  of 
which  more  than  half  are  of  Indian  descent,  the 
program  of  the  Indian  Health  Service  is  carried 
out  through  51  hospitals,  86  health  centers,  18 
mobile  dental  units,  and  more  than  300  health 
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stations  and  satellite  clinics.  In  addition,  the 
Indian  Health  Service  also  contracts  with  other 
Federal,  State,  and  local  health  facilities  and 
programs;  physicians,  dentists,  hospitals,  and 
Indian  tribes  for  the  delivery  of  health  services  to 
Indian  people. 

In  Arizona,  the  Indian  Health  Service  is 
challenged  both  by  one  of  the  largest 
concentrations  of  Indian  citizens  in  the  United 
States  and  by  the  diversity  of  17  separate  tribal 
reservation  areas  comprising  over  19  million  acres 
of  land  . To  meet  the  needs  of  Arizona’s  1 14,000 
Indian  population  in  the  Indian  Health  Service 
utilizes  10  hospitals,  19  health  centers,  150  health 
stations,  6 mobile  dental  units,  and  the  services  of 
2, 1 70  employees.  Because  of  its  presence  and  high 
visability,  the  Indian  tribes  of  Arizona  rely 
substantially  on  the  Indian  Health  Service  to 
provide  needed  health  services  and  as  a result,  the 
IHS  has  become  a vital  ingredient  in  the  life  of 
every  Arizona  Indian  reservation. 

The  Indian  Health  Service  is  an  organization 
with  national  responsibility  for  providing  Indian 
people  with  a wide  range  of  health  services. 

Since  1955  when  the  Indian  Health  Service  was 
transferred  from  the  Bureau  of  Indian  Affairs  to 
the  Department  of  Health,  Education,  and 
Welfare,  the  goal  of  the  IHS  comprehensive 
health  services  program  has  been  to  raise  the 
health  of  Indians  to  the  highest  possible  level. 
The  challenges  have  been  immense,  because  the 
Indian  Health  Service  must  not  only  provide  the 
family  doctor,  the  dentist,  and  a hospital,  but  it 
also  has  responsibility  for  public  health 
programs,  sanitation,  and  clean  water  facilities. 

To  deliver  these  services  the  IHS  must 
overcome  low  levels  of  education,  poor  housing, 
language  barriers,  rugged  geographical  barriers, 
lack  of  transportation,  cultural  obstructions,  and 
extreme  poverty. 

Despite  these  conditions,  which  vary  from  tribe 
to  tribe,  the  Indian  Health  Service  since  1955  has 
made  substantial  progress  in  reducing,  if  not 
eliminating  those  chronic  and  acute  diseases  that 
have  plagued  whole  Indian  communities,  high 
death  rates,  and  numerous  other  conditions 
which  have  affected  the  general  health  of  Indian 
people.  According  to  a recent  Senate  report  on 
Indian  health  care,  the  “infant  death  rate  has 
declined  69%,  the  death  rate  from  gastritis  and 
related  diseases  has  declined  86%,  the  tuberculosis 
death  rate  is  down  89%,  the  influenza  and 
pneumonia  death  rate  has  decreased  54%,  and, 
most  important,  the  death  rate  from  certain 


diseases  of  early  infancy  has  declined  71%.“  In 
addition,  the  Indian  Health  Service  has  been 
provided  with  resources  to  equip  Indian  homes 
with  running  water  and  waste  disposal  systems 
without  which  there  would  have  been  little 
progress  in  changing  the  deplorable  health  status 
of  Indian  people. 

Twenty  years  of  progress  in  curing  substantial, 
if  not  acute,  health  care  problems  of  Indian 
people  has  resulted  in  the  identification  of  still 
other  major  health  problems  most  of  which  are 
far  more  difficult  to  resolve  than  those  which  had 
been  more  visible  and  easily  treated.  To  eliminate 
the  high  infant  death  rate,  for  example,  the  IHS 
promoted  the  use  of  the  community  hospital  and 
physician  to  deliver  Indian  babies  instead  of 
home  delivery.  In  doing  so,  the  rate  of  infant 
deaths  at  birth  has  been  dramatically  reduced 
since  the  IHS  had  the  facilities  and  the  manpower 
to  assure  safe  delivery. 

But,  while  infant  death  rates  at  birth  have  been 
reduced,  these  rates  are  still  high;  in  fact  they  are 
1.4  times  the  national  average.  The  reason  the 
infant  death  rates  remain  so  high  is  because  of  the 
adverse  conditions  Indian  infants  face  when 
leaving  the  hospital  following  birth. 

This  only  demonstrates  that  while  dramatic 
results  may  be  easily  achieved  initially  with  the 
delivery  of  rudimentary  medical  services  where 
none  existed  to  any  significant  degree,  the 
tougher  problems  remain  requiring  more 
sophisticated  approaches,  technologies  and 
community  services. 

In  addition,  the  success  of  the  Indian  Health 
Service  has  produced  a credibility  among  Indian 
people  that  the  Indian  Health  Service  can  meet 
their  needs.  Where  there  once  was  a reluctance  to 
utilize  the  Indian  Health  Service  because  of  the 
conflict  between  Tribal  attitudes  and  modern 
medicine,  most  Indian  citizens  now  take 
advantage  of  the  IHS  services  at  a rate,  which  not 
only  exhausts  personnel  and  facilities  but,  more 
importantly,  program  services  as  well. 

Thus,  the  crisis  in  Indian  health  care  is  not  the 
crisis  of  failure,  rather  it  is  a crisis  of  success.  The 
work  of  the  Indian  Health  Service  has  produced 
many  victories  for  the  health  of  Indian  people  but 
these  victories  have  only  served  to  highlight 
deficiencies;  deficiencies  which  have  now  become 
critical  to  even  maintaining  a satisfactory  level  of 
health  care.  The  IHS  faces  a crisis  in  which  it 
manpower  is  insufficient  to  meet  present  or  future 
demands,  in  which  its  capacity  to  overcome 
afflictions  and  disease  is  weak,  and  in  which  IHS 
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facilities  have  become  inadequate,  unsafe,  and 
out  of  date. 

INDIAN  HEALTH  MANPOWER 

The  degree  of  success  of  any  health  care  delivery 
system  is  often  measured  by  the  extent  to  which  its 
manpower — doctors,  dentists,  nurses,  and  other 
allied  health  personnel — meets  the  needs  of  the 
population  it  serves.  Effective  health  personnel  is 
a primary  factor  in  the  provision  of  quality  health 
care;  where  manpower  is  in  short  supply  or 
underutilized,  the  health  care  system  is  placed  in 
serious  jeopardy.  These  statements  are 
particularly  applicable  to  the  Indian  Health 
Service.  At  a time  when  Indians  are  expressing 
increased  confidence  in  the  Indian  Health  Service 
by  making  use  of  its  services,  its  capacity  to  fully 
meet  this  demand  is  being  crippled  by  a 
manpower  shortage  of  serious  dimensions.  A 
combination  of  events  has  produced  this 
shortage. 

First,  the  Indian  Health  Service  has 
experienced  a sharp  increase  in  demand  for  its 
services.  The  result  has  been  that  the  existing 
manpower  is  inadequate  to  effectively  serve  the 
increased  number  of  Indian  patients. 

Second,  the  end  of  the  military  draft  has 
eliminated  a stable  supply  of  manpower. 

Finally,  Federal  programs  and  policies 
designed  to  provide  medical  manpower  to  rural 
areas  have  proven  largely  ineffective  in  supplying 
physicians  and  other  health  care  personnel  to 
such  areas,  expecially  to  reservations  or  even  the 
IHS  itself. 

As  a result  there  are  currently  significant 
deficiencies  in  IHS  manpower  and  the  evidence  of 
these  deficiencies  is  clearly  reflected  in  the  ratio  of 
IHS  professionals  to  its  service  population  and 
the  ratios  recommended  for  the  general 
population. 

According  to  a Senate  report  “the  number  of 
physicians  per  100,000  population  in  1971  in  the 
Indian  Health  Service  was  58  percent  of  the  U.S. 
rate.  In  1960  the  IHS  rate  was  less  than  40%  of  the 
U.S.  rate.”  Despite  the  progress  in  closing  the 
gaps,  the  current  physician  ratio  in  the  IHS 
represents  one  physician  for  every  988  Indian 
patients  as  opposed  to  the  national  average  of  one 
physician  for  every  600  persons.  As  for  nurses, 
“the  rate  for  registered  nurses  in  the  general 
population  has  experienced  a continual  increase 
from  1965  through  1971  while  the  rate  for 
registered  nurses  within  the  IHS  has  remained 
almost  constant.” 


As  applied  to  IHS  facilities,  the  shortages  in 
staff  demonstrate  an  even  more  critical  gap. 
According  to  the  Indian  Health  Service  only  18  of 
51  IHS  hospitals  can  meet  80%  of  staffing 
standards,  and  worse,  14  hospitals  can  only  meet 
40  percent  of  the  standard.  In  the  case  of 
outpatient  clinics,  17  out  of  51  are  staffed  at  less 
than  40%  of  the  standard,  while  13  of  these  clinics 
reach  just  40%.  Together,  30  outpatient  clinics, 
more  than  50%  of  the  total,  are  staffed  at  less  than 
50%  of  acceptable  standards. 

Even  though  some  gaps  in  staff  ratios  hav'e  been 
narrowed,  these  shortages  jeopardize  the  ability  of 
the  Indian  Health  Service  to  deliver  quality 
health  care  to  Indian  people. 

Isolated  as  a single  concern,  the  manpower 
shortage  of  the  IHS  represents  a serious 
deficiency.  The  unacceptable  level  of  staffing 
ratios,  the  lack  of  sufficient  personnel  to  carry  out 
a broad  range  of  service  needs,  and  the  lack  of 
Indian  participation  in  actual  health  care  delivery 
clearly  establishes  such  shortages  as  a crisis  of 
immense  proportions.  Yet  the  issue  of  manpower 
needs  is  related  to  a problem  which  perhaps  is 
even  more  serious;  the  level  of  actual  services  the 
IHS  can  provide  under  present  circumstances. 
Combined  with  shortages  in  manpower  the  low 
level  of  patient  care  services  provided  to  Indian 
people  constitutes  the  heart  of  the  crisis  in  Indian 
health  care. 

PATIENT  CARE  SERVICES 

Good  health  is  fundamental  if  an  individual  is 
to  achieve  economic  and  social  progress. 

In  the  case  of  Indian  people,  progress  has  been 
difficult  due  in  part  to  the  frequency  and 
prevalence  of  diseases  which  Indians  still 
confront  and  the  lack  of  proper  and  timely  health 
care  services  not  only  adversely  affects 
individuals,  it  erodes  the  vitality  of  every  Indian 
community  most  of  which  are  striving  to  better 
their  lives  and  to  strengthen  their  opportunities 
for  progress. 

Despite  the  legal  commitment  of  the  Indian 
Health  Service  to  realizing  a high  level  of  health 
and  health  care  for  Indian  people,  it  is  simply 
unable  to  deliver  sufficient  services  at  the  present 
time  to  meet  current  demands  or  fulfill  future 
needs.  As  a result,  the  treatment  of  acute  as  well  as 
chronic  diseases  cannot  be  adequately  handled  or 
expanded,  surgical  cases  must  be  deferred,  dental 
care  must  be  limited,  eye  care  restricted,  and 
mental  health  services  can  only  be  provided  to  a 
few  communities  despite  the  clear  need  for  such 
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services  throughout  most  Indian  tribes.  Finally, 
community  and  field  services  which  play  an 
important  role  in  eliminating  the  very  conditions 
of  disease  and  illness  are  ineffective  because  they 
cannot  be  fully  utilized. 

The  realities  of  insufficient  services  can  best  be 
revealed  by  describing  a few  Indian  Health 
Service  programs  which  are  currently  unable  to 
respond  to  current  needs. 

Surgery 

Perhaps  the  clearest  indicator  of  the  inability  of 
the  Indian  Health  Service  to  provide  adequate 
services  is  the  number  of  surgery  cases  which  it 
cannot  perform.  In  fiscal  year  1975,  the  IHS 
estimated  that  it  would  be  unable  to  perform 
20,329  needed  surgical  cases. 

Otitis  Media 

Otitis  Media  is  a disease  of  the  middle  ear  and  is 
one  of  the  most  prevalent  diseases  affecting 
Indians.  Between  1962  and  1973  otitis  media 
increased  218  percent,  up  from  3,802  cases  per 
100,000  population  to  12,104.  Otitis  media  has 
serious  implications  for  Indian  progress 
especially  for  children. 

Despite  the  evidence  and  the  need  for  inceased 
levels  of  detection,  treatment,  and  surgical 
operations,  the  Indian  Health  Service  cannot, 
with  present  resources,  meet  the  need.  In  view  of 
the  impact  of  this  one  disease  on  educational 
progress  and  job  opportunities  for  Indians,  the 
deficiency  in  services  clearly  demonstrates  the 
crisis  in  health  care  provided  to  Indian  people. 

ENVIRONMENTAL  CONDITIONS 
AFFECTING  INDIAN  HEALTH 

In  1959,  the  IHS  was  given  authority  to  con- 
struct sanitation  facilities  and  sewage  and  waste 
disposal  systems  for  Indian  communities  and 
homes.  As  a result,  according  to  the  General 
Accounting  Office,  “from  1959  to  1971,  the 
number  of  families  using  potentially 
contaminated  water  was  reduced  by  41  percent 
and  that  the  number  of  families  with  inadequate 
waste  disposal  facilities  was  reduced  by  25%. ” 
Despite  such  progress  the  GAO  found  in  1973 
“that  54  percent  of  the  families  had  no  water 
supply  source  in  their  homes,  9 percent  had 
inadequate  food  storage  facilities,  65  percent  did 
not  have  flush  toilets,  48  percent  lacked 
satisfactory  liquid  waste  disposal  facilities,  and  26 
percent  of  their  homes  showed  evidence  of  heavy 
fly  infestation.  In  addition,  approximately  63 
percent  of  the  families  were  found  to  be  using 
water  from  actually  or  potentially  unsafe 
sources.” 
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The  relationship  between  unsatisfactory 
environmental  conditions  and  illness  was 
dramatically  revealed  when  the  GAO  reported 
that, 

“during  fiscal  year  1972,  those  Indians  liv- 
ing in  housing  rated  unsatisfactory 
because  of  environmental  conditions 
made  demands  on  the  IHS  primary 
health  care  system  ...  at  a rate  almost 
four  times  as  high  as  those  living  in 
housing  with  satisfactory  environ- 
mental conditions.” 

These  statistics,  while  demonstrating  the  effect 
of  poor  environmental  conditions  on  the  health 
of  Indian  people,  also  indicate  the  apparent 
deficiencies  in  those  IHS  programs  which  had 
been  designed  to  reduce,  if  not  eliminate,  such 
conditions.  These  deficiencies  are  not  unique. 
Rather,  deficiencies  in  health  care  occur 
throughout  the  Indian  Health  Service  thus 
making  it  difficult  for  the  IHS  to  achieve  much 
progress.  Some  progress  has  been  made  despite 
the  odds,  the  lack  of  resources,  and  insufficient 
manpower,  but  future  progress  is  never  certain. 

The  deficiencies  in  manpower  and  in  resources 
of  the  Indian  Health  Service  constitute  two  major 
elements  in  the  Indian  health  care  crisis.  There  is, 
however,  one  additional  element;  adequate 
facilities.  The  relationship  between  the  delivery 
of  quality  health  care  and  adequate  facilities  is 
clear  and  where  there  is  an  absence  of  such 
facilities  the  crisis  in  Indian  health  care  becomes 
quite  real. 

THE  INADEQUATE  FACILITIES  OF  THE 
INDIAN  HEALTH  SERVICE 

The  statistics  for  Indian  health  represent  a level 
of  health  which  is  nothing  less  than  deplorable. 
The  worst  statistic  of  all  is  that  while  most 
Americans  have  a life  expectancy  on  the  average 
of  70.8  years,  the  Indian  and  Alaska  Native  can 
expect  to  live  only  to  age  65.1. 

The  effort  to  change  these  statistics  are  often 
defeated  by  the  lack  of  sufficient  manpower  and 
resources.  Of  equal  significance  is  the  inadequacy 
of  IHS  facilities. 

Ihere  is  an  obvious  and  significant 
relationship  between  the  standard  of. care  and  the 
quality  of  the  facilities  through  which  health  care 
is  provided.  Inadequate,  outmoded,  or  unsafe 
hospitals  or  other  health  facilities  inhibit  the 
potential  for  quality  health  care.  Moreover, 
recruitment  and  retention  of  highly  competent 
personnel  at  all  levels  is  frustrated,  if  not  made 


impossible,  where  facilities  are  inadequate  to 
provide  even  the  most  basic  of  health  services. 

The  Indian  Health  Service  provides  health 
services  to  Indian  people  through  a network  of  51 
hospitals,  86  health  centers,  and  over  300  health 
stations  and  clinics.  But  by  anyone’s  measure, 
most  of  these  facilities,  especially  the  hospitals, 
are  either  outmoded,  unsafe,  or  inadequate.  The 
Joint  Commission  on  Accreditation  of  Hospitals, 
for  example,  reported  that  of  the  51  IHS  hospitals, 
only  25  are  accredited. 

In  addition,  only  12  of  the  51  IHS  hospitals 
meet  the  current  standards  of  the  National  Fire 
Protection  Association  and  16  are  unable  to  meet 
these  standards  unless  major  improvements  are 
made. 

The  deplorable  state  of  most  IHS  hospitals  is 
due  in  part  to  the  age  of  the  facilities.  According  to 
a recent  Senate  Interior  and  Insular  Affairs  report 
“thirty-one  hospitals  were  constructed  during  the 
period  1900-1939,  six  during  1940-54,  and 
fourteen  between  1955-74”  In  Arizona,  for 
example,  the  Winslow  Hospital  was  built  41  years 
ago,  the  hospital  at  Parker  in  1930,  the  original 
building  at  Sacaton  in  1942,  and  the  initial 
facility  at  Whiteriver  was  constructed  in  1939.  In 
the  case  of  both  Sacaton  and  Whiteriver,  the 
orginal  buildings  are  still  being  utilized. 

The  conditions  of  these  hospitals,  as  well  as 
others,  throughout  the  IHS  are  so  severe  that  they 
must  be  either  completely  replaced  or  refurbished. 
According  to  the  Department  of  Health, 
Education,  and  Welfare,  33  IHS  hospitals  out  of 
51  fall  into  one  of  these  two  categories. 

While  statistics  may  help  in  describing  the 
crisis  in  IHS  facilities  actual  descriptions  can 
convey  to  a far  greater  extent  the  actual  conditions 
of  these  facilities. 

The  following  examples  a reported  to  the 
Senate  Interior  and  Insular  Affairs  Committee 
clearly  establish  the  deficiencies  in  IHS  hospitals: 

Rosebud,  S.  Dak. 

— Department  of  Health,  Education, 
and  Welfare,  Office  of  Facilities  Engi- 
neering and  Property  Management, 
“Deep  Look”  Survey,  May  20,  1970: 

The  old  hospital  section  is  so  grossly 
substandard  and  hazardous  that  it 
should  be  discontinued  in  use  at  the 
earliest  possible  date.  Only  the  fire 
safety  deficiencies  should  be  corrected 
in  the  interim,  as  other  expenditures 
would  not  be  justified  except  for  an  ex- 


tended period  of  use.  This  building 
should  be  razed  and  replaced. 

Winslow,  Arizona 

— Department  of  Health,  Education, 
and  Welfare,  Office  of  Facilities  Engi- 
neering and  Property  Mangement, 
“Deep  Look”  Survey,  August  6,  1970: 

We  recommend  that  IHS  abandon 
any  idea  of  using  the  existing  structure 
for  acute  patient  care,  and  that  a new 
building  be  provided  for  this  use. 

These  descriptions  are  shocking  enough  until 
one  realizes  that  such  deficiencies  can  be  found  in 
almost  every  Indian  Health  Service  hospital.  In 
Sacaton,  Arizona  for  example,  there  is  a lack  of 
emergency  exits  in  the  maternity  ward.  And  at 
Whiteriver,  Arizona,  the  IHS  is  still  utilizing  an 
old  wooden  frame  building  constructed  in  1939 
which  has  been  condemned  as  a fire  hazard. 

Moreover,  the  gross  deficiencies  found  in  IHS 
hospitals  are  found  in  other  IHS  facilities  as  well. 

For  example,  30  health  stations  require 
replacement  and  12  require  major  modernization. 

Finally,  there  are  serious  deficiencies  in  staff 
housing.  Again,  according  to  the  Senate  Interior 
and  Insular  Affairs  Committee,  “existing  staff 
housing  does  not  provide  a sufficient  number  of 
units  to  permit  full  time  staffing  of  the  IHS 
program.  Present  estimates  reveal  that  479  units 
are  needed  to  meet  current  staffing  needs  while 
193  of  the  existing  units  are  inadequate  and 
require  replacement.” 

These  deficiencies,  like  the  deficiencies  in 
manpower  and  in  patient  care  services,  serve  to 
define  a situation  which  is  nothing  less  than 
catastrophic.  The  ability  of  the  Indian  Health 
Service  to  effectively  deliver  quality  health  care  is 
inhibited  by  facilities  which  are  outdated, 
inadequate,  and  clearly  unsafe.  But  the  essential 
point  here  is  that  the  deteriorating  facilities  of  the 
IHS  represent  a symbol,  and  a rather  visible  one, 
of  the  apparent  lack  of  concern  by  the  Federal 
Government  for  realizing  the  goal  of  the  Indian 
Health  Service. 

THE  INDIAN  HEALTH  CARE 
IMPROVEMENT  ACT 

The  evidence  of  the  crisis  in  Indian  health  care 
is  substantial.  Illness  and  disease  still  plague 
many  Indian  communities  with  the  result  that 
social  and  economic  progress  is  inhibited. 

In  the  context  of  the  crisis  facing  the  IHS,  the 
Senate  Interior  and  Insular  Affairs  Committee 
held  two  days  of  hearings  in  April,  1974  on  the 
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Indian  Health  Care  Improvement  Act.  This 
legislation,  introduced  by  a bi-partisan  group  of 
Senators,  was  designed  to  equip  the  IHS  with 
additional  resources  and  manpower  to  overcome 
current  deficiencies  and  to  strengthen  its  future 
capacity  to  meet  the  health  care  needs  of  Indian 
people. 

These  hearings  which  dramatized  the  health 
problems  of  Indian  people  and  the  deficiencies  in 
the  IHS  produced  a climate  in  which  the  need  for 
legislative  response  became  very  apparent. 

As  a result,  the  Indian  Health  Care 
Improvement  Act  was  unanimously  approved  by 
the  Senate  on  November  25,  1974  at  the  close  of  the 
93rd  Congress,  and  again  on  May  13,  1975  in  the 
94th  Congress.  The  bill  is  currently  awaiting 
action  in  the  House  of  Representatives  following 
its  introduction  by  Congresmen  Rhodes,  Steiger, 
ad  Conlan. 

The  provisons  of  the  Indian  Health  Care 
Improvement  Act,  according  to  the  Senate  report 
accompanying  this  legislation,  propose  to 
achieve  the  following  objectives; 

“To  assure  an  adequate  health  man- 
power base  to  provide  proper  health 
services  to  Indians  and  a sufficient  cadre 
of  trained  Indian  professionals  and 
other  health  workers  to  permit  Indian 
communities  to  have  a maximum  voice 
in  shaping  those  services; 

To  assure  the  elimination  of  the  enorm- 
ous backlog  among  Indians  of  unmet 
health  needs  and  essential  patient  care; 

To  construct  modern,  efficient  hospitals 
and  other  health  care  facilities  serving 
Indians  where  none  exist  and  renovate 
the  existing  facilities,  most  of  which  are 
in  a state  of  general  deterioration; 

To  overcome  the  adverse  effects  of  un- 
safe water  supplies  and  insanitary  waste 
disposal  systems  in  Indian  communities 
and  homes; 

To  enable  Indian  people  to  exercise  their 
citizenship  rights  to  a broader  range 
of  national  health  resources;  and 
To  assist  urban  Indians  both  to  gain 
access  to  those  community  health  re- 
sources available  to  them  as  citizens 
and  to  provide  primary  health  care 
services  where  those  resources  are  in- 
adequate or  inaccessible.” 

To  implement  the  six  inter-related  programs  of 
the  Indian  Health  Care  Improvement  Act  will 


require  an  average  increase  of  approximately  225 
million  dollars  in  the  IHS  budget  for  the  next 
seven  years.  This  policy  of  slow  budget  growth 
will  permit  the  IHS  to  manage  this  increase  so  as 
to  achieve  the  highest  possible  return  in  services 
provided  to  Indian  people.  More  importantly, 
this  incremental  approach  avoids  the  usual 
government  “crash”  program  which  often  results 
in  confusion  and  inefficiency  in  the  use  of  public 
funds.  And  at  the  end  of  the  seven  year  period,  the 
growth  in  the  IHS  budget  capacity  will  have  been 
expanded  to  the  point  that  the  IHS  will  be  more 
capable  of  realizing  its  goals  and  sustaining 
future  growth  in  services. 

The  most  significant  aspect  of  the  Indian 
Health  Care  Improvement  Act  is  that  it  provides 
form  where  there  has  been  no  real  form;  a plan 
where  there  has  been  no  plan  by  establishing  a 
progam  of  priorities  and  providing  adequate 
funds  to  match  those  priorities.  This  structure,  if 
enacted,  will  not  only  assure  the  realization  of  the 
objectives  of  the  Indian  Health  Service  but  it  will 
provide  an  important  reference  point  to  judge 
whether  progress  is  being  made  in  meeting  those 
priorities  and  needs.  This  element  of 
accountability  is  one  of  the  most  significant 
aspects  of  this  legislation.  By  establishing  a plan 
we  have  in  essence  established  a process  by  which 
Federal  resources  are  utilized  in  a rational  way 
and  by  which  Indian  people  can  be  assured  of 
progress  in  modernizing  their  health  care  delivery 
system. 

For  far  too  long  the  Indian  Health  Service  and 
the  Indian  people  themselves  have  experienced 
government  policies  which  resulted  in 
inadequate  funds,  inadequate  manpower,  and 
inadequate  facilities.  In  the  place  of  a 
comprehensive  plan  to  meet  the  health  needs  of 
Indian  people,  government  policies  have  had  the 
effect  of  a band-aid.  Budgets  for  the  IHS  were 
often  designed  to  meet  the  minimum  needs  of 
patient  care  and  field  health  services.  And  in 
particular,  construction  funds  for  the  IHS  have 
been  totally  inadequate  to  meet  the  glaring  need 
for  better  facilities.  With  only  a few  construction 
projects  authorized  in  recent  years,  most  of  which 
were  the  result  of  congressional  intervention,  the 
Indian  Health  Service  has  had  to  face  continued 
deterioration  in  most  of  its  facilities  and  do  what 
it  could  to  keep  them  going  for  yet  another  year, 
despite  the  knowledge  that  most  of  these  facilities 
were  out  of  date,  beyond,  repair,  and  unsafe. 

It  is  no  wonder  then  that  the  IHS  has  been 
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reduced  to  running  a program  which  could  be 
described  at  best  as  a gamble,  and  at  worse,  a 
disaster.  The  Indian  Health  Care  Improvement 
Act  is  a comprehensive  plan  designed  to  meet  the 
total  health  needs  of  Indian  people. 

And  finally,  the  Indian  Health  Care 
Improvement  Act  stands  as  a testament  to  the 
conviction  that  the  Federal  Government  has  a 


clear  responsibility  to  assure  a quality  health  care 
program  for  our  Indian  citizens.  For  the  present 
our  response  to  the  health  needs  of  Indian  people 
has  been  decidely  weak,  but,  if  approved,  this 
legislation  will  substantially  strengthen  that 
commitment  and  the  opportunity  for  achieving 
greater  economic  and  social  progress  among 
Indian  people. 
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Medical  History 

DITCH  FEVER”  IN  THE  SALT  RIVER  VALLEY 


DRY  GULCH  JAKE 


We  have  commented  at  a previous  time 
concerning  the  recognition  of  coccidiodomycosis 
in  Arizona.  So  far  was  we  can  tell  it  may  have 
been.  Dr.  Earle  Wood  Phillips  (1883-1966) 
Arizona  license  No.  715,  a graduate  of  Cornell 
University  Medical  School.  Dr.  Phillips  first 
documented  his  cases  in  a paper  read  before  the 
Maricopa  County  Medical  Society  Nov.  7,  1938 
and  this  was  published  in  the  February  number  of 
Southwest  Medicine  in  1939.  Doctor  Philips  came 
first  to  Humbolt  Arizona  as  a physician  to  the 
mining  community. 

Dr.  Ben  Pat  Frissell,  who  came  to  Phoenix 
about  this  time  by  way  of  Tucson,  cautions  me 
that  Dr.  Farness  in  1936  and  1937  was  studying 
valley  fever  in  Tucson  and  that  it  was  known  in 
the  Safford  Valley  as  “ditch  fever’’. 

Through  the  courtesy  of  Dr.  Frank  Tolone, 
who  has  recently  acquired  the  adobe  home  of  the 
late  Dr.  Phillips,  and  plans  to  restore  it,  we  now 
have  the  original  file  of  Dr.  Phillips,  it  contains 
his  correspondence  with  Dr.  C.  E.  Smith  of 
Stanford  University  at  San  Francisco. 

We  have  even  been  so  bold  as  to  project  that  the 
flying  Chlamydospore  conveying  valley  fever, 
may  have  come  on  a hot  air  balloon  from 
Bakersfield,  pardon  the  expression,  California. 
Well  as  it  turns  out,  this  was  not  so  far  fetched,  but 
the  balloon  was  launched  by  Dr.  Smith  on  August 
8,  1938,  in  a letter  to  Dr.  Phillips,  and  it  reads  in 
part  as  follows,  “Our  department  is  engaged  in  a 
study  of  fungus  coccidioides.  During  the  field 


Figure  1 

The  Phillips  adobe  house  as  il  now  appears 


work  in  the  San  Joaquin  Valley  I did  discover  a 
woman,  who,  according  to  her  history,  must  have 
developed  an  acute  infection  while  working  in  the 
cotton  fields  near  Mesa,  Arizona.  We  know,  from 
communications  with  the  Staff  of  the  Desert 
Sanatorium  at  Tucson,  that  acute  coccidioides 
infection  occur  in  that  region  and  have  wondered 
whether  they  occur  around  Phoenix.  (This  refers 
to  the  work  of  Dr.  Farness  at  the  Desert 
Sanatorium  at  Tucson).  In  a conversation  with 
Dr.  Paul  Hoagland,  one  of  recent  graduates,  I 
mentioned  this  matter,  and  knowing  that  he  came 
from  Phoenix,  asked  him  if  he  knew  anyone  to 
whom  we  could  write.  He  said  that  with  your 
special  interest  in  tuberculosis  and  allergy  you 
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might  well  be  interested.  Accordingly  lam  taking 
the  liberty  of  communicating  with  you.  If  you 
yourself  are  not  interested  if  you  would  be  so  kind 
as  to  refer  me  to  a collegue  who  is,  I would  be 
extremely  grateful.”  Then  Dr.  Smith  gives  a short 
resume  of  the  present  knowledge,  at  that  time 
concerning  ‘‘Valley  Fever”,  “San  Joaquin  Valley 
Fever”,  “Desert  Fever”,  “Desert  Rheumatism”and 
went  on  to  say,  “we  now  feel  that  Valley  Fever  is 
merely  the  way  some  people  react  to  their  primary 
infection  with  coccidioides  fungus.  On  the  other 
hand,  just  as  with  tuberculosis,  very  many  more 
people  have  an  unrecognized  primary  infection 
and  clear  up  completely,  merely  by  having  a 
positive  coccidioidin  test  subsequently.  “Two- 
thirds  to  three-quarters  of  the  old  residents  of  the 
San  Joaquin  Valley  have  positive  coccidioidin 
test;  all  of  us  who  have  worked  with  the  fungus 
over  long  periods  have  positive  tests”.  Hegoesonto 
query  Dr.  Phillips  as  to  whether  or  not  he  may 
have  observed  similar  cases  in  his  experience  in 
the  Salt  River  Valley  and  then  suggests  that  he  use 
some  of  the  coccidioidin  skin  testing  material 
which  he,  Dr.  Smith,  is  forwarding  to  him.  Dr. 
Phillips  replied  August  15,  1938.  “I  cannot  recall 
having  encountered  an  exact  or  similar  condition, 
clinical  picture,  in  the  Phoenix  population,  but  I 
have  seen  from  time  to  time  many  typical  lung 
infections  with  considerable  x-ray  change  that 
were  certainly  not  tuberculosis;  in  fact  the 
etiologic  agent  remained  undetected”. 

Between  the  first  letter  which  Dr.  Smith  wrote 
in  August  1938  and  December  8,  1938  Dr.  Phillips 
was  able  to  report  the  results  of  his  preliminary 


use  of  the  testing  material.  He  wrote  to  Dr.  Smith, 
“A  few  weeks  ago  I read  a brief  article  for  the 
Maricopa  County  Medical  Society  entitled 
“Coccidioidal  Infection.  It  is  present  in  the  Phoe- 
nix district?”  Briefly  reviewing  the  work  done 
by  your  group  of  investigators  and  reporting  the 
results  of  my  own  tests  so  far  as  they  then  had 
gone.  A copy  of  this  paper  will  be  sent  to  you  as 
soon  as  it  is  published.  What  will  interest  you  is 
that  the  earlier  tests,  together  with  those  since 
made,  show  about  ten  percent  of  the  old  residents 
of  the  Salt  River  Valley  to  be  sensitive  to 
coccidioidin.  I have  used  all  of  the  mold 
derivitives  as  controls,  together  with  the  control 
of  Long’s  medium  which  you  furnished.  So  far, 
the  reaction  appears  to  be  specific,  but,  oddly 
enough,  we  have  been  unable  in  repeated 
attempts,  to  culture  the  fungus  from  the  sputum 
of  those  who  not  only  showed  the  strongest 
reactions  but  got  the  most  marked  therapeutic 
result. 


Figure  3 

The  Flying  Chalmavdospore 


748  SEPTEMBER  1975  • XXXII  • 9 


ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM 


Figure  4 

The  Flying  Chalmaydospore 


“And  here  we  come,  so  far  as  I have  seen  in  the 
literature,  something  new.  My  tests,  which  have 
now  reached  a considerable  number,  all  have  been 
made  either  on  people  with  chronic  Bronchial 
disease  or,  usually,  people  who  are  definitely 
allergic.  In  this  latter  group  there  are  to  be  found  a 
number  of  chronic  asthmatics,  some  of  whom 
otained  incomplete  relief  by  the  withdrawl  of 
know  atopens  or  by  hyposensitization  with  these 
proteins;  on  others  no  definite  etiologic  factor 
cotdd  be  determined.  Prompt  relief,  at  times 
dramatic  in  its  suddenness,  has  followed  the 
intradermal  exhibition  of  coccidioidin,  and  this 
at  doses  much  less  than  the  0.10  cc.  of  the  1:1 10 
dilution.”  So  there  you  have  it,  the  first  definitive 
testing  so  far  as  I have  been  able  to  ascertain, 
searching  for  the  presence  of  coccidioidomycosis, 
San  Joaquin  Valley  Fever,  or  if  you  prefer  the 
Safford  Valley  connotation  “Ditch  Fever”  to  be 
undertaken  in  the  Salt  River  Valley. 

By  the  way,  Frank  and  Ingrid  Tolone,  who  are 
restoring  the  original  adobe  dwelling  of  Dr. 
Phillips,  have  tiot  been  able  todetermine  theexact 
time  at  which  it  was  built.  Dr.  Trevor  Browne 
states  that  it  was  built  before  he  arrived  in 
Phoenix,  forty-two  years  ago.  If  you  have  any 
precise  information  about  Dr.  Phillip’s  residence 
on  what  is  now  Palo  Cristi,  please  communicate  it 
to  Frank,  he  would  be  most  obliged  to  you. 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  the  Arizona  Medi- 
cal Association,  Inc.,  held  at  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  on  Saturday,  June  28,  1975,  a quorum  being 
present,  convened  at  10:09  a.m.,  William  C.  Scott,  M.D., 
Chairman  and  President,  presiding. 

WELCOME 

Dr.  Scott  extended  welcome  to  the  county  society  presidents, 
regular  guests  and  to  the  members  of  the  organizing 
Housestaff  Section  which  included  the  president  of  the 
American  Medical  Student  Association. 

MINUTES 

The  minutes  of  the  regular  board  meetings  held  April  22, 
1975  and  April  26,  1975  were  approved  as  distrubuted.  The 
minutes  of  the  Special  Meeting  of  the  board  meeting  held 
April  22,  1975  were  corrected  to  reflect  the  fact  that  William  G. 
Payne,  M.D.  was  presiding. 

HOUSESTAFF  SECTION 

Dr.  Scott  introduced  the  members  of  the  Executive 
Committee  of  the  newly  formed  Housestaff  Section  and 
indicated  that  Coy  Z.  Foster,  M.D.  had  been  elected  their 
chairman. 

ArMPAC 

Dr.  Langston  reported  on  current  events  surrounding 
ArMPAC  activities,  one  of  which  is  a recent  letter  from  the  IRS 
challenging  the  joint  billing  procedure  used  in  Arizona.  He 
also  reported  that  the  reporting  difficulties  incorrectly  released 
to  the  press  had  been  cleared  up.  He  also  offered  his  assistance 
in  correcting  the  malpractice  insurance  problem. 

MULTIHEALTH  TESTING,  INC. 

Howard  M.  Kravetz,  M.D.,  medical  director  of  Multihealth 
Testing,  Inc.  reviewed  its  background  and  development 
outlining  its  objectives  and  purpose  as  follows: 

OBJECTIVES 

1.  To  develop  full-service,  free-standing  health  testing 
centers  serving  industry,  insurance  and  the  medical 
communities. 

2.  To  apply  advanced  technology  and  innovation  to 
reduce  health  care  costs. 
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3.  To  provide  investigative  health  care  services  in  areas 
remote  from  major  health  care  centers. 

4.  To  permit  disease  detection  in  its  earliest  stages  and 
provide  information  to  change  the  course  of  that 
disease. 

5.  To  provide  basic  health  education  to  patients. 

6.  To  provide  the  physician  with  data  regarding  “health 
care”  versus  “sick  care”  procedures. 

PURPOSE 

The  purpose  of  Multihealth  Testing  Incorporated  is  to 
develop  and  provide: 

1.  A Medical  Data  Base 

2.  A Health  Assessment 

3.  Disease  Detection 

4.  Pre-Admission  Testing 

5.  High  Risk  Patient  Surveillance 

BOARD  OF  DIRECTORS 

SEPARATION  OF  BLUE  SHIELD  FROM  BLUE  CROSS 
Dr.  Lovett  reviewed  the  background  of  the  letter  from  the 
Pima  County  Medical  Society  dated  5/29/75  requesting  ArMA 
to  prepare  action  to  separate  Blue  Shield  from  Blue  Cross. 

Mr.  Jacobson  briefly  reviewed  the  legal  aspects  and 
problems  of  such  action  giving  a summary  of  connections 
between  Blue  Cross,  Blue  Shield  and  ArMA  as  follows: 

BLUE  CROSS  — BLUE  SHIELD 
The  only  connection  is  the  Joint  Executive  Committee, 
composed  of  the  Executive  Committees  of  both  Blue  Cross  and 
Blue  Shield.  The  Joint  Executive  Committee  acts  on  matters  of 
mutual  concern,  but  actions  taken  are  not  binding  on  the 
respective  corporations  unless  approved  by  a majority  of  that 
corporation’s  Executive  Committee. 

Blue  Cross  and  Blue  Shield  are  wholly  separate  corporations; 
however,  there  are  presumably  contracts  between  them 
relating  to  joint  ownership  and  administration  of  property, 
staff,  etc. 

BLUE  CROSS  — ARIZONA  MEDICAL  ASSOCIATION, 
INC. 

The  only  connection  is  that  at  least  four  physicians  and 
surgeons  sit  on  the  Board  of  Blue  Cross.  Presumably,  they 
belong  to  the  Arizona  Medical  Association,  Inc.:  however,  they 
need  not  The  Nominating  Committee  has  no  connection 
with  Arizona  Medical  Association,  Inc.,  either  directly  or  in  a 
consultative  relationship. 

BLUE  SHIELD  — ARIZONA  MEDICAL  ASSOCIATION, 
INC. 

There  are  several  major  connections: 


1.  The  House  of  Delegates  of  the  Arizona  Medical  Associ- 
ation, Inc.  are  members  of  Blue  Shield; 

2.  Approximately  two-thirds  (2/3)  of  the  Board  of  Direc- 
tors of  Blue  Shield  are  to  be  physicians  and  surgeons 
who  also  belong  to  the  Arizona  Medical  Association,  Inc. 

3.  All  members  of  the  Blue  Shield  Medical  Review  Com- 
mittee must  be  physicians  and  surgeons  who  are  also 
members  of  the  Arizona  Medical  Association,  Inc. 

4.  The  Nominating  Committee  is  appointed  by  the  Presi- 
dent of  the  Arizona  Medical  Association,  Inc., and  four 
of  its  five  members  are  to  be  physicians  and  surgeons 
who  are  also  members  of  Arizona  Medical  Association, 
Inc. 

Extensive  discussion  ensued  on  the  many  aspects  of  this 
problem. 

IT  WAS  MOVED  AND  CARRIED  TO  REFER  THIS 
MATTER  TO  THE  BOARD  OF  DIRECTORS  OF 
ARIZONA  BLUE  SHIELD  WITH  THE  REQUEST  THAT 
THEY  ASK  THAT  AN  INVESTIGATION  OF  THIS 
MATTER  BE  CONDUCTED  BY  THE  NATIONAL 
ASSOCIATION  OF  BLUE  SHIELD  PLANS. 

BOMEX  APPOINTMENT 

It  was  reorted  that  Monroe  Green,  M.D.  had  withdrawn  his 
name  from  the  list  of  nominees  for  appointment  to  the  Board 
of  Medical  Examiners. 

It  was  announced  that  George  Scharf,  M.D.,  Phoenix,  has 
been  appointed  to  the  Board  of  Medical  Examiners  for  the 
term  7/1/75  - 6/30/80. 

Considerable  discussionensued  on  other  matters  relating  to 
BOMEX. 

IT  W AS  MOVED  AND  CARRIED  TO  PROCEED  WITH 
THE  ORDER  OF  BUSINESS. 

PINAL  COUNTY  MEDICAL  SOCIETY 

Dr.  Howard  Hyde,  Secretary  of  the  Pinal  County  Medical 
Society  reviewed  his  letter  of  6/6/75  and  the  minutes  of  the 
County  Society  meeting  held  5/20/75  dealing  with  the  special 
assessment  and  unified  membership.  — RECEIVED  FOR 
INFORMATION 

PRIMARY  STAFFING  RESPONSIBILITIES 

As  requested  at  the  last  board  meeting  a listing  of  staffing 
responsibilities  was  prepared  as  follows: 

It  is  understood  that  the  Executive  Director  has  the  final 
staffing  responsibilities  for  all  committees;  the  following 
delegations  of  responsibility  have  been  delineated  for  the 
information  of  the  Board  of  Directors. 

BRUCE  E.  ROBINSON,  EXECUTIVE  DIRECTOR 

American  Medical  Student  Association,  Arizona  Chapter, 
Liaison 
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ArMPAC 

Articles  of  Incorporation  and  Bylaws 
Data  Collection  and  Analysis,  Ad  Hoc 
Finance 
Grievance 

History  and  Obituaries 
Housestaff  Section 
Medical  Economics 
Occupational  Health 
Physician  Rehabilitation 

Professional  Liability  Insurance  Crisis,  Ad  Hoc? 

Public  Relations 
Publishing 
Scientific  Assembly 

Board  of  Directors 
Executive  Committee 
AM  A Delegation 

Blue  Cross  Board  of  Directors  Liaison 

Blue  Shield  Board  of  Directors  Liaison 

Arizona  Hospital  Association  Board  of  Directors  Liaison 

GARY  L.  BARNETT,  ASSOCIATE  EXECUTIVE 
DIRECTOR 

Governmental  Services 
Legislative 
Medical  Education 
Professional 

MISTY  COUMBE,  ASSOCIATE  EXECUTIVE  DIRECTOR 
Benevolent  and  Loan  Fund 
Health  Manpower 
Maternal  and  Child  Health  Care 
Professional  Liability  Insurance  Review,  Ad  Hoc 
It  should  be  noted  that  these  assignments  were  changed 
slightly  later  in  the  meeting,  particularly  as  it  relates  to  the 
newly  created  malpractice  insurance  crisis  committee. 

STATUS  REPORT  ON  HOUSE  OF  DELEGATES 
RESOLUTIONS 

The  president  reviewed  the  current  status  of  resolutions 
adopted  by  the  House  of  Delegates  on  4/26/75  as  follows: 

Resolution  1-75  - Ban  on  Smoking  - No  action  needed 
Resolution  1-75  - 1976  Budget  - No  action  needed 
Substitute  Resolution  3-75  - Professional  Liability  Insur- 
ance - Referred  to  new  committee  set  up  by  Resolution 
24-75 

Resolution  4-75  - Section  for  Collective  Bargaining  8c 
Political  & Economic  Representation  - Referred  to  Medi- 
cal Economics  Committee  which  has  not  met  to  date 
Resolution  6-75  - Chiropractic  - No  action  needed 


Resolution  7-75  - The  American  Indian  Medical  School  - 

Referred  to  Medical  Education  Committee  who  has 
placed  it  in  the  hands  of  the  Section  on  Graduate  Edu- 
cation for  study  and  recommendation 
Resolution  8-75  - Unified  Membership  - No  action  needed 
Resolution  9-75  - Policy  on  Relation  to  Government  and 
Third  Party  Contracts  - The  Arizona  Hospital  Associ- 
ation and  the  Department  of  Health  Services  have  been 
informed  of  this  resolution 

Resolution  11-75-  Public  Law  93-641  - Dr.  Dudley  reviewed 
the  various  activities  and  actions  regarding  this  resolu- 
tion taken  at  the  recent  AMA  annual  meeting.  The  fol- 
owing  is  from  the  Reference  Committee  B’s  report  whose 
recommendation  was  adopted  by  the  House  of  Delegates  of 
the  AMA  on  June  17,  1975:  ‘ RESOLUTION  47  - PUB- 
LIC LAW  93-641;  RESOLUTION  103  - POTENTIAL 
EFFECTS  OF  PUBLIC  LAW  93-641;  RESOLUTION 
106  - HEALTH  RESOURCES  AND  PLANNING 
ACT,  PUBLIC  LAW  93-641;  RESOLUTION  147  - 
NATIONAL  HEALTH  RESOURCES  PLANNING 
AND  DEVELOPMENT  ACT  OF  1974;  RESOLUTION 
151  - SUPPORT  FOR  AMA  PUBLICLY  EXPRESSED 
INTENT  TO  “GO  TO  COURT  TO  PREVENT  THE 
FEDERAL  GOVERNMENT  FROM  IMPLEMENT- 
ING THE  NATIONAL  HEALTH  PLANNING  AND 
RESOURCES  DEVELOPMENT  ACT”  (P.L.  93-641) 
Resolution  47  calls  for  action  by  the  Association  seeking 
repeal  of  P.L.  93-641  (The  National  Health  Planning  and 
Resources  Development  Act  of  1974);  Resolution  103  urges 
amendment,  repeal,  or  judicial  action  to  provide  relief  from 
the  Act:  Resolution  106  seeks  legal  action  to  prevent 
implementation  of  P.L.  93-641;  Resolution  147  supports 
actions  to  assure  that  health  service  areas  established  under  P.L. 
93-641  remain  within  state  boundaries;  and  Resolution  151 
would  support  action  by  the  Board  of  Trustees  in  any  legal 
action  deemed  by  the  Board  to  be  appropriate  in  preventing 
the  implementation  of  P.L.  93-64. 

Testimony  before  the  Committee  unanimously  sought 
opposition  to  P.L.  93-641.  While  the  fiscal  requirements  for 
opposition  through  litigation  may  become  considerable,  such 
action  is  believed  justifiable  because  of  the  many  potential 
pernicious  effects  of  the  law  upon  high  quality  medical  care. 

The  Committee  is  of  the  opinion  that  the  Board  of  Trustees 
should  be  aware  of  the  variety  of  possible  approaches  to 
opposition  suggested  in  Resolutions  47,  103,  106,  147  and  151. 
The  Resolutions  47,  103,  106,  147  and  151: 

RESOLVED,  that  this  House  strongly  support  the  Board  of 
Trustees  in  any  action,  including  legal  action,  they  deem 
appropriate  and  effective  in  preventing  the  implementation  of 
P.L.  93-641. 
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RECOMMENDATION: 

Mr.  Speaker,  your  Reference  Committee  recommends  that 
the  Board  of  Trustees  take  cognizance  of  the  substance  of 
Resolutions  47,  103,  106,  147  and  151,  and  that  the  above 
Substitute  Resolution  be  adopted.” 

Resolution  19-75  - Utilization  Review  Committee  Plan  - 

Resolution  made  moot  as  result  of  Judge  Julius  Hoff- 
man’s injunction  of  5/27/75  against  implementation  of 
the  regulations 

Resolution  24-75  - Professional  Liability  Insurance  - Estab- 
lishment of  a Committee 

A.  Chairmanship 

Dr.  Scott  announced  that  Dr.  Jack  E.  Brooks  has 

accepted  the  chairmanship  of  the  comittee  created  by 

the  resolution  subject  to  the  following  conditions: 

(1)  Assurance  that  this  project  is  the  No.  1 priority  of 
the  Association  for  the  next  several  years. 

(2)  Absolute  support  of  his  appointment  and  his 
activities  by  the  Board  of  Directors. 

(3)  After  developing  a program  he  would  like  the 
ability  to  withdraw  from  the  program  if  complete 
support  is  not  present  at  that  time. 

(4)  Complete  authorization  over  expenditure  of  the 
assessment  funds. 

(5)  Assurance  that  Mr.  Barnett  will  be  assigned  to  this 
project  as  his  No.  1 responsibility. 

(6)  Provision  of  secretarial  assistance  which  would  be 
available  during  the  off  hours  as  well  as  during  the 
normal  working  day. 

(7)  Awareness  on  the  part  of  the  Board  that  there  is  no 
guarantee  of  absolute  success  of  the  project. 

(8)  The  matter  of  amount  and  method  of  compensa- 
tion to  be  determined  at  a later  date. 

IT  WAS  MOVED  AND  CARRIED  TO  CONFIRM  DR. 
BROOKS’  APPOINTMENT  UNDER  THE  CONDITIONS 
LISTED  ABOVE  AND  FURTHER  ASSURES  DR  BROOKS 
THE  BOARD’S  COMPLETE  SUPPORT  IN  THIS 
PROJECT. 

B.  Report  of  assessment  mailed  6/1/75.  Figures  reflect 

collections  thru  6/27/75. 

C.  Requests  for  exemptions,  etc.: 


IT  WAS  MOVED  AND  CARRIED  TO  POSTPONE 
ACTION  ON  THE  VARIOUS  REQUESTS  AND  TO 
ADVISE  EACH  MEMBER  THAT  THE  MATTER  IS 
UNDER  CONSIDERATION. 

IT  WAS  MOVED  AND  CARRIED  TO  DESIGNATE  THE 
EXECUTIVE  COMMITTEE  TO  MAKE  FINAL 
DECISIONS  CASE  WHEN  AN  EXEMPTION  FROM  THE 
ASSESSMENT  IS  REQUESTED. 

Resolution  26-75  - Distribution  of  Actions  of  ArMA  regard- 
ing P.L.  93-641 

IT  WAS  MOVED  AND  CARRIED  TO  POSTPONE 
ACTION  ON  IMPLEMENTING  THIS  RESOLUTION 
UNTIL  A LATER  DATE 

EXECUTIVE  COMMITTEE 

CLASSIFICATION  CHANGES  APPROVED 
MARICOPA  COUNTY 

a.  W.  Albert  Brewer,  M.D. — Active  to  Associate- Acct. 
Retirement-Dues  Exempt-Effective  1/1/75 

b.  John  C.  Flannery,  M.D. — Active  to  Affiliate- 
Account  Out  of  State-Dues  Exempt-Eff.  1/1/76 

c.  Carlos  Craig,  M.D. — Active  to  Active  Over  70, 
Account  Age-Effective  1/1/76-Dues  Exempt 

d.  Warren  A.  Colton,  M.D. — Request  for  Dues  Exempt 
for  1975-Account-Financial  Hardship  effective 
1/1/75-Dues  Exempt 

e.  N.  J.  Helland,  M.D. — Active  to  Associate-Account- 
Retirement-Effective  1/1/76-Dues  Exempt 

f.  Monroe  Green,  M.D. — Active  Over  70  to  Associate- 
Account- Retirement- Dues  Exempt-effective 
6/25/75 

PIMA  COUNTY 

a.  Leon  L.  Titche,  M.D. — Active  to  Associate-Account 
Retirement-Dues  Exempt-effective  7/1/75 

FINANCE  COMMITTEE 

The  financial  statement  for  the  period  ending  5/31/75  was 
reviewed  — RECEIVED 

LEGISLATIVE  COMMITTEE 

1974  LEGISLATIVE  SESSION 
Dr.  Sattenspiel  reviewed  the  34  pieces  of  legislation  in  which 
we  had  interest  during  the  1974  legislative  session  as  follows: 


County 

Total 

Billed 

Total 

Paid 

Percent 
of  Total 
Billed 

Other 

Response 

Total 

Accounted 

For 

Percent 
of  Total 
Billed 

Apache 

10 

3 

33.3 



3 

33.3 

Cochise 

32 

17 

53.1 

— 

17 

53.1 

Coconino 

50 

31 

62.0 

— 

31 

62.0 

Gila 

11 

5 

45.5 

— 

5 

45.5 

Graham 

9 

3 

33.3 

— 

3 

33.3 

Greenlee 

9 

4 

44.4 

— 

4 

44.4 

Maricopa 

1,230 

790 

64.2 

13 

803 

65.3 

Mohave 

23 

15 

65.2 

1 

16 

69.6 

Navajo 

6 

3 

50.0 

— 

3 

50.0 

Pima 

551 

301 

54.6 

6 

307 

55.7 

Pinal 

40 

8 

20.0 

— 

8 

20.0 

Santa  Cruz 

8 

4 

50.0 

— 

4 

50.0 

Yavapai 

40 

19 

47.5 

— 

19 

47.5 

Yuma 

47 

24 

51.1 

24 

51.1 

Total 

2,066 

1,227 

59.4% 

20 

1,247 

60.4% 

Net  collected  to  date  — $122,450.00 
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ArMA  ACTION 

BILL  NUMBER 

SPONSOR 

TITLE  AND  STATUS 

Active  Support 

SB  1329 

Swink,  Osborn 

County  Medical  Examiners-Enacted- 
Chapter  1 14 

Active  Non-Support 

SB  1142 

Osborn 

5th  Pathway  - Enacted  - Chapter  122 

General  Support 

HB  2056 

House  Appropriations 
Comm 

Revolving  Funds  for  Crippled 
Children  Enacted  - Chapter  21 

Info  Only 

HB  2017 

McConnell 

Catastrophic  Insurance  - Amended  to 
delay  until  10/1/76  - Enacted  - 
Chapter  169 

No  Action 

SB  1393 

Senate  Health  Committee 

Medicaid  - Delay  until  7/1/76  - 
Enacted  - Chapter  141 

No  Action 

HB  2055 

House  Health  Committee 

Certificate  of  Need  - Revisions  - 
Enacted  - Chapter  129 

Active  Support 

HB  2418 

House  Health  Committee 

Informed  Consent  - Passed  Health 
and  Rules  Committees  - Held  in  COW 

Active  Support 

HB  2419 

House  Health  Committee 

Statute  of  Limitations  - Medical 
Legal  Panel  - Passed  House  and 
Senate  - Held  in  Conference 

Active  Support 

HB  2310 

Flynn 

Acupuncture  - Not  heard  by 
Committees 

Active  Support 

SB  1331 

Senate  Health  Committee 

Cancer  Treatment  - Passed  Senate 
Health  Committee  - Failed  in  COW 

Active  Support 

HB  2302 

House  Health  Committee 

BOMEX  - Composition  of  Board  - 
Passed  Health,  Government  Opera- 
tions and  Rules  - Held  in  COW 

Active  Support 

HB  2201 

House  Health  Committee 

Mandatory  Health  Education  - Failed 
House  Health  Committee 

Active  Support 

HB  2037 

House  Ways  and  Means 

Retirement  Tax  Deduction  - Keough 
Assigned  to  sub-comittee  for  future 
consideration  by  the  Ways  and  Means 
Committee 

Active  Non-Support 

SB  1001 

Roeder,  Swink 

Improper  Experimentation  on 
Humans  - Passed  Senate  - Not  con- 
sidered in  House 

Active  Non-Support 

SB  1172 

Senate  Health  Committee 

Triplicate  Narcotic  Prescriptions  - 
Passed  Senate  Health  Committee  - 
Held  in  Appropriations 

Active  Non-Support 

SB  1183 

Felix 

Public  Service  by  M.D.  and  D.O.  - 
Sponsor  withdrew  bill 

Active  Non-Support 

HB  2306 

House  Health  Committee 

Med.  Radiological  Tech.  Licensing  - 
Held  by  House  Health  Committee 

Active  Non-Support 

HB  2307 

House  Health  Committee 

Clinical  Lab  Personnel  Licensing  - 
Passed  by  Government  Operations 
Committee  Held  by  Health 
Committee 

Active  Non-Support 

HB  2203 

House  Health  Committee 

Speech  Pathologist  & Audiologist 
Licensing  - Held  by  Health 
Committee  - Assigned  to  sub-com- 
mittee by  Human  Resources 

Active  Non-Support 

HB  2204 

House  Health  Committee 

Chiropractic  Licensing  - Passed 
House  Health  and  Judiciary  Com- 
mittees - Held  in  Rules 

Active  Non-Support 

HB  2111 

Bahill  et  al 

PKLT  Testing  - Never  heard  by  Health 
Committee 

Active  Non-Support 

SB  1322 

Gutierrez 

Combined  Health  Professions 
Licensing  Board  - Reassigned  to 
Senate  Health  Committee  and  held 
for  study 

Active  Non-Support 

HB  2296 

House  Health  Committee 

Psychologist  Insurance  Benefits  - 
No  Action  - House  Health  Committee 

Active  Non-Support 

SB  1173 

Senate  Health  Committee 

Drug  Substitution  - Advertising  and 
Price  Posting  - Passed  Senate  - Never 
heard  by  House  Health  Committee 
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Active  Non-Support 

HB  2167 

House  Appropriations 
Comm 

90-10  Board  - Budgets  - Passed 
Government  Operations  - Not  heard 
by  Appropriations 

General  Support 

SB  1140 

Senate  Health  Committee 

Uniform  Controlled  Substance  - 
Passed  Health  Committee  - Held  by 
Appropriations 

Support  Principle 

HB  2075 

House  Health  Committee 

Mental  Committee  Bill  - Passed 
Health  Committee  - Failed  Judiciary 

General  Support 

SB  1091 

Senate  Health  Committee 

Drug  Detoxification  Standards  - 
Passed  Senate  and  House  - However, 
held 

General  Support 

HB  2303 

House  Health  Committee 

Exemptions  from  Health  Facilities 
Licensing  - Passed  House  - Never 
heard  in  Senate 

General  Support 

HB  2054 

House  Appropriations  CommDHS  - Research  Expenditures  - 

Passed  Health  and  Appropriations  - 
Held  by  Rules 

No  Action 

SB  1361 

Corbet 

Exception  - Doctor/Patient  Privileges 
Never  heard 

No  Action 

HB  2252 

Skelly  et  al 

Definition  of  Person  - Never 
considered 

No  Action 

HCM  2002 

Skelly  et  al 

Rights  - Unborn  Child  - Never 
considered 

Info  Only 

HB  2304 

House  Helth  Committee 

Health  Planning  - Failed  in  House 
Rules 

PHYSICIAN  OF  THE  DAY  PROGRAM 

Dr.  Sattenspiel  reviewed  letters  received  from  Stan  Akers, 
Speaker  of  the  Arizona  House  of  Representatives  and  Bob 
Stump,  President  of  the  Arizona  State  Senate  both  thanking  us 
for  providing  the  Physician  of  the  Day  Program  and 
expressing  interest  in  continuing  the  program  next  year.  — 
RECEIVED 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

1977  ANNUAL  MEETING 

IT  WAS  MOVED  AND  CARRIED  TO  APPROVE  THE 
HYATT  REGENCY  HOTEL  FOR  APRIL  26-30,  1977. 

1978  ANNUAL  MEETING 

IT  WAS  MOVED  AND  CARRIED  TO  HOLD  THE  1978 
ANNUAL  MEETING  IN  TUCSON,  PERHAPS  AT  THE 
BRANIFF  PLACE  AND  TUCSON  COMMUNITY 
CENTER. 

1977  GUEST  FACULTY 

The  chairman  noted  that  the  faculty  for  the  1977  meeting 
will  be  invited  from: 

1.  University  of  Washington 

2.  University  of  California  at  San  Diego 

3.  Mayo  Foundation 

Following  the  6/28/75  board  meeting  the  University  of 
Washington  has  accepted  our  invitation. 

AMA  DELEGATION  REPORT 

Drs.  Dudley,  Flynn,  Chisholm,  Cloud  and  others  reported 
along  the  following  lines: 

THE  AMA’s  124th  ANNUAL  CONVENTION  in  Atlantic 
City  was  attended  by  5,202  physicians.  Total  registration  was 

12,957. 

MAX  H.  PARROTT,  M.D.,  Portland,  Ore.,  was  installed  as 
the  AMA's  130th  president.  Richard  E. Palmer,  M.D., 
Alexandria,  Va.,  was  named  presient-elect  and  George  W. 
Slagle,  M.D.,  Battle  Creek,  Mich.,  was  elected  vice  president. 


Re-elected  by  acclamation  were  Tom  E.  Nesbitt,  M.D., 
Nashville,  Tenn.,  as  speaker  of  the  House,  and  William  Y. 
Rial,  M.D.,  Swarthmore,  Pa.,  vice  speaker.  Re-elected  to  three- 
year  terms  on  the  Board  of  Trustees  were  Jere  W.  Annis,  M.D., 
Lakeland,  Fla.:  Robert  B.  Hunter,  M.D.,  Sedro  Woolley, 
Wash.;  and  Joe  T.  Nelson,  M.D.,  Weatherford,  Tex.  Elected  to 
a three-year  term  was  Joseph  F.  Boyle,  M.D.,  Los  Angeles. 
Lowell  H.  Steen,  M.D.,  Hammond,  Ind.,  was  elected  to  fill  the 
unexpired  term  of  Dr.  Palmer. 

AT  THE  BOARD  OF  TRUSTEES'  organizational 
meeting,  Raymond  T.  Holden,  M.D.,  Washington,  D.C.,  was 
elected  chairman.  The  Board  named  Dr.  Annis  vice  chairman 
and  John  H.  Budd,  M.D.,  secretary-treasurer  of  the  AMA  and 
secretary  of  the  Board.  Named  to  serve  on  the  Board’s 
Executive  Committee  with  Drs.  Parrott,  Palmer,  Holden  and 
Annis  were  Immediate  Past  President  Malcolm  C.  Todd, 
M.D.,  Long  Beach,  Calif.,  and  Trustee  Frank  J.  Jirka  Jr., 
M.D.,  Berwyn,  111.  Trustee  Kenneth  C.  Sawyer,  M.D.,  was  re- 
elected president  of  the  AMA-ERF  Board  of  Directors.  Dr. 
Budd  was  re-elected  vice  president  of  AMA-ERF  and  Dr. 
Hunter  was  re-elected  secretary-treasurer. 

OTHER  ELECTIONS:  Council  on  Constitution  and 
Bylaws — Milton  V.  Davis,  M.D.,  Dallas;  Council  on  Medical 
Education— Warren  L.  Bostick,  M.D.,  Irvine,  Calif,  (re- 
elected), Patrick  J.  V.  Corcoran,  M.D.,  Evansville,  Ind.,  and 
John  W.  Moses,  M.D.,  Detroit;  Council  on  Medical  Service — 
Donald  R.  Hayes,  M.D.,  Longmeadow,  Md.  (re-elected),  and 
W.  B.  Hildebrand,  M.D.,  Neenah,  Wis.  (re-elected).  Named  to 
the  Judicial  Council  by  AMA  President  Max  H.  Parrott,  M.D., 
was  Blair  J.  Henningsgaard,  M.D.,  Astoria,  Ore. 

THE  HOUSE  OF  DELEGATES  VOTED  TO  RAISE 
DETES  to  5250  annually  for  regular  members  and  to  535  for 
interns  and  residents,  effective  Jan.  1,  1976.  Dues  for  medical 
student  members  will  remain  at  515.  The  dues  increase  is 
designed  to  bring  the  AMA’s  liquidity  reserves  to  27,200,000  in 
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1977.  It  will  enable  the  AMA  to  continue  activities  at  the 
present  dollar  level  while  restoring  some  programs  and 
initiating  new  activities  to  the  extent  of  $2  million  a year  for 
the  next  few  years.  The  House  also  urged  state,  county  and 
specialty  societies  to  conduct  a campaign  to  achieve  100% 
participation  in  the  $60  special  assessment  that  was  voted  by 
the  House  at  the  1974  Clinical  Convention. 

IN  ITS  DELIBERATIONS  ON  THE  FINANCIAL 
SITUATION,  the  House  worked  with  reports  from  its  Special 
Committee,  formed  at  the  1974  Clinical,  and  with  background 
and  statistical  reports  from  the  Board  of  Trustees  and  the 
auditors.  In  an  unusual  executive  session,  the  House  heard  a 
report  on  AMA  publications  and  advertising  by  the  team  of 
consultants  employed  by  the  Board. 

A NUMBER  OF  FISCAL  RECOMMENDATIONS  made 
by  the  Special  Committee  of  the  House  were  adopted, 
including  the  appointment  of  an  ad  hoc  committee  on 
internal  affairs  to  maintain  liaison  between  the  House  and  the 
Board  and  to  report  at  the  1975  Clinical  Convention.  The 
House  also  reaffirmed  a financial  policy  of  a balanced  budget 
with  adequate  reserves,  recommended  presentation 
of  accounting  and  program  budgets  in  simplified  formats,  and 
recommended  an  annual  review  and  report  by  the  Board  on  the 
dues  level  necessary  to  support  the  Association’s  activities. 
The  House  commended  the  Board  and  the  staff  for  their  efforts 
to  curtail  expenditures  and  stabilize  the  AMA’s  fiscal  position. 

STATE  AND  COUNTY  MEDICAL  SOCIETIES  were 
urged  by  the  House  to  participate  in  the  dues  incentive 
program  or  to  use  the  AM-CAP  program  as  a means  of 
assuring  early  receipt  of  revenue  by  the  AMA.  It  also  urged 
delegates  to  assume  more  responsibility  for  meeting  with  and 
transmitting  information  to  members  as  an  aid  to  membership 
recruitment  and  retention.  It  recommended  that  the  national 
membership  program  be  continued  and  strengthened  and  that 
the  AMA  continue  to  help  state  and  county  societies  in  their 
membership  efforts.  Model  membership  bylaws  for  state 
medical  societies,  as  prepared  by  the  Council  on  Constitution 
and  Bylaws,  were  approved  by  the  House  and  will  be 
forwarded  to  constituent  societies  for  use  as  guidelines. 

THE  HOUSE  ENDORSED  THE  CONCEPT  OF 
RESTRUCTURING  the  AMA  and  adopted  the  Special 
Committee’s  recommendation  that  the  Council  on  Long 
Range  Planning  and  Development  prepare  a plan  to 
implement  structural  and  operational  changes.  The  report 
will  be  submitted  at  the  1975  Clinical.  The  House  voted  to 
continue  on  inactive  status  the  councils  and  committees 
proposed  for  discontinuance  last  fall,  with  the  members  to  be 
used  as  ad  hoc  consultants  as  determined  by  the  Board  pending 
the  report  of  the  Council.  It  also  voted  that  no  other  changes  in 
the  permanent  council  and  committee  structure  be  made 
pending  the  report. 

THE  HOUSE  GAVE  FULL  DISCUSSION  TO  AMA 
PUBLICATIONS  and  recommended  to  the  Board  that  JAMA 
and  American  Medical  News  receive  resources  to  keep  them  at 
the  highest  levels  and  that  Prism  be  discontinued.  The  House 
authorized  the  Board  to  place  all  publications  except  JAMA 
and  AMA  News  on  a subscription  basis  for  members.  It  amend- 
ed the  bylaws  to  remove  Today's  Health  as  a membership 
benefit.  The  House  recommended  that  subscription  rates  for 
the  specialty  journals  be  designed  to  make  the  publications 
self-supporting  and  that  the  number  of  issues  of  any  AMA 
publication  be  reduced  as  an  economy  measure  if  necessary.  It 


endorse  a policy  of  aggressive  advertising  promotion  and 
asked  the  Board  to  implement  the  policy  as  soon  as  possible. 

A BOARD  REPORT  ON  PROGRESS  TOWARD 
ESTABISHMENT  of  an  AMA  professional  liability 
reinsurance  facility  was  greeted  enthusiastically  by  the  House. 
It  voted  to  form  the  reinsurance  company  and  make  it 
operational  as  soon  as  possible.  The  facility  would  require  the 
participation  of  five  state  society  captive  companies  with  a 
minimum  of  $12  million  in  annual  premiums  and  AMA 
capitalization  of  $1.5  million.  The  House  also  suggested  that 
state  societies  consider  using  voluntary  arbitration  in 
conjunction  with  the  American  Arbitration  Assn,  and  the 
American  Hospital  Assn.,  or  other  mechanisms  consistent 
with  state  laws,  for  proposed  professional  liability  insurance 
legislation. 

THE  HOUSE  COMMENDED  THE  BOARD  for  its 
"forthright  action"  in  securing  a preliminary  injunction 
blocking  implementation  of  HEW’s  utilization  review 
regulations.  It  supported  further  action  to  protect  the 
constitutional  rights  of  patients  and  physicians  and  urge. I 
physicians,  through  their  hospital  medical  staff  coi.ur 
“to  continue  to  perform  peer  review  directed  at  increasing  the 
quality  of  patient  care  and  reducing  its  cost.”  The  House  voted 
support  of  the  Board  in  action,  including  legal  action,  to 
prevent  the  implementation  of  the  National  Health  Planning 
and  Resources  Development  Act  of  1974.  It  also  voted  support 
to  the  Board  “in  continuing  to  pursue  every  possible  action” 
opposing  some  provisions  of  the  manpower  bills  and  in  its 
commitment  “to  pursue  every  avenue  of  legitimate  persuasion 
and  available  legal  action”  on  the  regulations  limiting 
reimbursement  of  physicians’  fees  under  Medicare. 

”A  STATEMENT  OF  THE  PHYSICIAN'S 
COMMITMENT  to  Patients  and  Physician’s  Practice 
Rights”  was  adopted  by  the  House.  It  notes  that  the  primary 
commitment  of  the  AMA  and  its  members  is  to  the  essential 
medical  needs  of  the  people,  but  it  states  that  the  AMA 
recognizes  the  “inalienable  right  of  physicians  to  decide  for 
themselves  the  circumstances  under  which  they  can  or  cannot 
continue  to  practice  their  profession.”  It  also  states  that  the 
AMA  recognizes  that  "physicians  are  entitled  to  use  all 
available  legal  means,  without  jeopardizing  the  medical  care 
of  their  patients,  to  protest  when  intolerable  and  unwarranted 
burdens  are  placed  upon  their  patients,  the  Association  or  its 
members.” 

A POLICY  SUPPORTING  ENACTMENT  OF  HR  6222. 
the  national  health  insurance  proposal  of  the  AMA,  was 
adopted  and  referred  to  the  Board  for  report  at  the  1975 
Clinical  on  a statement  giving  active  support  to  the 
philosophy  of  catastrophic  coverage.  The  AMA  policy  on 
professional  standards  review  organizations  was  reaffirmed  by 
the  House  (see  AMA  Newsletter,  7-1-74).  Two  resolutions,  one 
calling  for  repeal  of  PSRO  and  one  urging  full  financial 
support  for  all  local  PSROs,  were  not  adopted. 

IN  HIS  INAUGURAL  ADDRESS,  President  Max  H. 
Parrott,  M.D.,  said  “continued  quality  of  care  is  the  basic 
picture  that  must  emerge  from  “today’s  picture  puzzle  of 
medical  and  health-care  issues.”  In  light  of  government 
regulation  of  medical  care,  Dr.  Parrott  cited  the  need  for  a 
strong  AMA  to  preserve  the  quality  of  care.  To  give  the  AMA 
the  capacity  for  effective  action,  he  recommended  that  the 
offices  of  AMA  vice  president,  president,  president-elect,  and 
immediate  past  president  be  abolished,  that  the  speaker  and 
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vice  speaker  of  the  House  of  Delegates  be  given  votes  on  the 
Board  of  Trustees,  and  that  the  chairman  of  the  Board  be 
elected  directly  by  the  House  after  nomination  by  the  Board. 
"Hence,”  Dr.  Parrott  said,  "the  chief  leaders  and  chief 
spokesmen  of  the  AMA  would  be  the  Board  chairman,  acting 
for  the  elected  officers  and  the  House,  and  the  executive  vice 
president,  acting  for  staff.”  These  officers,  he  said,  would 
represent  a continuum  of  Association  experience  and  policy 
needed  “if  our  voice  is  to  be  clear  and  distinct  amid  the  hubbub 
of  controversy.”  He  said:  "I  know  the  presidency  as  a signal 
honor  and  I am  thankful  for  it . . . But  this  is  a time  for  plain, 
hard  working,  rather  than  for  working  up.  More  than  any 
honors,  we  should  want  an  AMA  that  will  be  spirited  enough 
to  save  the  individual  spirit  of  medicine.  Strong  and  united 
enough  to  counterpoise  the  strength  of  centralized  medicine. 
Careful  enough  to  preserve  the  quality  of  care.  And 
determined  enough  that  medicine  will  serve  no  master  except 
service  itself.”  He  cited  distinctions  between  the  utilitarian 
views  of  federal  regulators  and  the  humanitarian  views  of 
physicians,  saying,  “We  can  give  only  part  time  to  the 
philosophy,  science,  and  art  of  politics.  But  the  utilitarians 
work  at  politics  full  time.  So  in  coping  with  the  issues  of  our 
day  and  of  our  future,  we  must  make  the  best  of  what  we  are 
and  what  we  can  do.  And  that  means  making  the  best  of  what 
our  umbrella  organization,  known  as  the  AMA,  is  and  what  it 
can  do.” 

"FUTURE  SHOCK"  HAS  HIT  THE  AMA,  said  Malcolm 
C.  Todd,  M.D.,  immediate  past  president  of  the  AMA,  in  his 
address  at  the  opening  session  of  the  AMA’s  House  of 
Delegates.  The  greatest  shock  waves.  Dr.  Todd  said,  are 
coming  from  the  professional  liability  issue,  but  he 
emphasized  that  other  areas,  including  clinical  medicine, 
socio-economics,  national  politics  and  the  future,  also 
demand  AMA  attention.  Dr.  Todd  reiterated  his  suggestion  for 
a university  without  walls  for  continuing  education,  to  "lend 
a new  image  and  a new  prestige  to  continuing  education.”  He 
urged  the  AM  A to  play  a major  role  in  the  implementation  of  a 
new  study,  similar  to  the  Flexner  study,  to  determine  whether 
the  educational  process  is  meeting  the  need  for  appropriate 
training  of  physicians.  He  also  urged  action  to  support  the 
National  Institutes  of  Health’s  biomedical  research  and  help 
reclaim  the  special  integrity  of  their  clinical  and  basic 
research.  "In  our  quest  for  a new  composite  identity,”  Dr. 
Todd  said,  "we  must  be  reasonable  and  realistic  not  only  on 
national  issues  but  on  our  Association's  internal  issues.”  He 
commended  the  "courageous  and  dedicated  work"  of  the 
House  Special  Committee. 

OTHER  BUSINESS 

PROFESSIONAL  LIABILITY  INSURANCE 

Dr.  Lovett  reviewed  the  recent  problem  stemming  from  the 
possible  non-renewal  of  certain  physicians  in  Tucson  which 
could  have  adversely  affected  one  of  the  major  hospitals. 

IT  WAS  MOVED  AND  CARRIED  TO  ASK  THE 
AGENTS  FOR  TRAVELERS  TO  REMIND  EACH 
MEMBER,  BY  LETTER,  THAT  HIS  POLICY  IS  UP  FOR 
RENEWAL.  SAID  REMINDER  TO  BE  90  DAYS  BEFORE 
THE  RENEWAL  DATE. 

UNIVERSITY  OF  ARIZONA  COLLEGE  OF  MEDICINE 

Extensive  discussion  ensued  over  the  problems  at  the 
College  of  Medicine  Department  of  Surgery,  their  effects  on 
other  departments  of  the  College  as  well  as  their  effect  on  other 
Universities  in  Arizona.  Great  concern  was  expressed  over  the 


future  of  the  college  if  solutions  aren’t  found  soon. 

IT  WAS  MOVED  AND  CARRIED  TO  WRITE  A 
LETTER,  EITHER  TO  THE  PRESIDENT  OF  THE 
UNIVERSITY  OF  ARIZONA  OR  TO  THE  BOARD  OF 
REGENTS,  OFFERING  THE  SERVICES  OF  THE 
ASSOCIATION  IN  ANY  WAY  THEY  DEEM  WILL  BE 
USEFUL  AND  APPROPRIATE. 

Meeting  adjourned  2:11  p.m. 

William  E.  Crisp,  M.D. 

Secretary 


THE  ARIZONA  MEDICAL  ASSOCIATION 
FOUNDATION,  INC. 

EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the  Arizona 
Medical  Association  Foundation,  Inc.  held  at  810  West 
Bethany  Home  Road,  Phoenix,  AZ  on  Friday,  July  18,  1975, 
convened  at  9:03  p.m.,  William  C.  Scott,  M.D.,  president  and 
chairman  presiding. 

ROBERT  WOOD  JOHNSON  FOUNDATION  GRANT 

It  was  explained  that  the  Robert  Wood  Johnson  Founda- 
tion had  granted  2.2  million  dollars  to  the  Arizona  Medical 
Association  Foundation,  Inc.  for  the  purposes  of  conducting 
the  Arizona  Regional  Perinatal  Program  which  had  been 
developed  by  the  Maternal  and  Child  Health  Care  Committee. 

Designation  of  Operating  Committee 

IT  WAS  MOVED  AND  CARRIED  TO  DESIGNATE  THE 
MATERNAL  AND  CHILD  HEALTH  CARE  COMMITTEE 
OF  THE  ARIZONA  MEDICAL  ASSOCIATION  AS  THE 
INTERIM  OPERATING  COMMITTEE  OF  THE 
ARIZONA  RGIONAL  PERINATAL  PROGRAM  WITH 
AUTHORITY  OVER  THE  GRANT  FUNDS. 

Investment  Management 

IT  WAS  MOVED  AND  CARRIED  TO  DESIGNATE 
BRUCE  E.  ROBINSON,  EXECUTIVE  DIRECTOR,  AS 
THE  FISCAL  OFFICER  OF  THE  ARIZONA  REGIONAL 
PERINATAL  PROGRAM  WITH  FULL  AUTHORITY 
OVER  INVESTMENT  OF  FUNDS.  INTEREST  ON 
INVESTMENTS  TO  BE  RETURNED  TO  THE 
PROGRAM. 

Budget 

The  Committee  reviewed  the  grand  budget  which  is 
summarized  as  follows: 
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OBJECTIVE 

RWJF 
Year  1 

RWJF 
Year  2 

RWJF 

Year  3 

RWJF 
Year  4 

RWJF 

Year  5 

5 Year 
Total 

First 

Year 

Administration 

$127,860.00 

$127,737.00 

$135,785.00 

$144,362.00 

$153,506.00 

$689,250.00 

$56,000.00 

Screening 

19,500.00 

15,000.00 

15,000.00 

15,000.00 

15.000.00 

79.500.00 

—0— 

Services 

167,000.00 

179.000.00 

179,000.00 

179,000.00 

179,000.00 

883.000.00 

1,100,000.00 

Transport 

19,000.00 

24,000.00 

29,000.00 

34,000.00 

39.000.00 

145,000.00 

150.000.00 

Communications 

37.000.00 

17,000.00 

17,000.00 

17.000.00 

17.000.00 

105.000.00 

—0— 

Education 

19,250.00 

8.750.00 

7.750.00 

6,750.00 

5,750.00 

48,250.00 

—0— 

Follow  Up  Care 

40,000.00 

40,000.00 

40,000.00 

40,000.00 

40,000.00 

200.000.00 

—0— 

Data  Systems 

10,000.00 

10,000.00 

10,000.00 

10,000.00 

10,000.00 

50,000.00 

24,000.00 

Evaluation 

—0— 

—0— 

— 0— 

—0— 

—0— 

—0— 

—0— 

Totals 

$439,610.00 

$421,487.00 

$433,535.00 

$446,112.00 

$459,256.00 

$2,200,000.00 

$1,330,000.00 

Publicity 

The  Committee  reviewed  the  plan  for  news  releases,  medical 
memos  and  press  conferences  all  scheduled  for  July  22,  1975,  to 
coincide  with  national  releases  scheduled  by  the  Robert  Wood 
Johnson  Foundation. 

Total 

As  of  7/18/75: 
Percent 

Total  oPTotal  Other 

Total 

Account- 

Percent 
of  Total 

County 

Billed 

Paid 

Billed  Response 

ed  For 

Billed 

Meeting  adjourned  9:23  p.m. 

Apache 

10 

8 

80.0%  — 

8 

80.0% 

William  E.  Crisp,  M.D. 

Cochise 

32 

23 

71.9  — 

23 

71.9 

Secretary 

Coconino 

50 

43 

86.0  1 

44 

88.0 

Gila 

11 

6 

54.5  — 

6 

54.5 

Graham 

9 

6 

66.7  1 

7 

77.8 

Greenlee 

9 

7 

77.8  — 

7 

77.8 

Maricopa 

1,230 

1,011* 

82.2  22 

1,033 

84.0 

Mohave 

23 

18 

78.3  1 

19 

82.6 

Navajo 

6 

4 

66.7  1 

5 

83.3 

Pima 

551 

413 

75.0  15 

428 

77.7 

Pinal 

40 

21 

52.5  — 

21 

52.5 

Santa  Cruz 

8 

5 

62.5  — 

5 

62.5 

Yavapai 

40 

29 

72.5  — 

29 

72.5 

THE  ARIZONA  MEDICAL 

Yuma 

47 

35 

74.5  1 

36 

76.6 

ASSOCIATION,  INC. 

Total 

2.066 

1,629 

1 

78.8%  42 

1.671 

80.9% 

EXECUTIVE  COMMITTEE 

— — 

The  Executive  Committee  of  the  Arizona  Medical 
Association,  Inc.  held  at  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  on  Friday,  July  18,  1975,  a quorum  being 
present,  convened  at  7:12  p.m.,  William  C.  Scott,  M.D., 
President  and  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  June  7,  1975,  were 
approved  as  distributed. 

MALPRACTICE  INSURANCE  CRISIS  COMMITTEE 

Dr.  Brooks  reported  on  his  many  activities  since  accepting 
the  chairmanship. 

Peer  Review 

Extensive  discussion  ensued  on  the  need  to  catalog,  develop 
and  improve  peer  review  activities  at  all  levels  and  on  a 
statewide  basis.  It  was  pointed  out  that  a need  exists  to  make 
the  public  aware  of  what  the  profession  is  doing  in  this  regard. 
One  suggestion  was  the  publication  of  a booklet  for 
distribution  through  doctor’s  offices  to  patients  detailing  the 
many  peer  review  activities  to  which  the  profession  is 
presently  subject. 

It  was  determined  that  this  activity  should  be  handled 
outside  the  activities  of  the  Malpractice  Insurance  Crisis 
Committee. 

It  was  determined  to  set  up  a meeting  of  representatives  of 
each  hospital  to  discuss  how  best  to  accomplish  the  goals 
discussed  above. 

Assessment  Report 

Mr.  Robinson  reported  that  the  collection  of  the  assessments 
are  as  follows: 


NET  COLLECTED  TO  DATE:  $162,683.00 
(includes  4 partial  payments) 

* Includes  5 payments  from  members  or  future  members  not  billed. 

Requests  for  exemptions 

It  was  determined  to  delay  any  action  on  requests  for 
exemptions  until  the  next  meeting  of  the  Committee. 

DEPARTMENT  OF  HEALTH  SERVICES 

Dr.  Dandoy  reviewed  various  activities  of  the  department 
including: 

— Recruitment  for  a physician  for  communicable  disease. 

— Meetings  with  the  Department  of  Economic  Security 
and  Department  of  Education 

— Medicaid 

— Emergency  Medical  Services  program 

— Crippled  Childrens  Services  and  other  activities  of  the 
department 

It  was  determined  to  write  to  Ms.  Caroline  Warner  of  the 
Department  of  Education  expressing  our  interest  in  health 
education  and  offering  our  assistance. 

Technical  Advisory  Committee 
The  Arizona  Hospital  Association  has  asked  that  we  provide 
a physician  for  a suggested  advisory  committee  for  Codes  and 
Standards  to  assist  the  Department  of  Health  Services  in 
developing  rules  and  regulations  for  hospitals.  It  was 
suggested  that  the  following  be  contacted: 

1.  Arthur  D.  Nelson,  M.D. 

2.  Wallace  A.  Reed,  M.D. 

3.  Francis  T.  Flood,  M.D. 

4.  Ashton  B.  Taylor,  M.D. 


ARIZONA  MEDICINE 


UTILIZATION  REVIEW  — RESOLUTION  19-75 

Alan  C.  Winfield,  M.D.  letter  expressing  concern  over  lack 
of  leadership  in  implementing  the  subject  resolution  was 
reviewed. 

It  was  determined  that  the  Association  is  not  in  a position  to 
force  individual  medical  staffs  into  actions  that  the  individual 
staffs  did  not  believe  appropriate. 

BOMEX 

It  was  determined  to  await  legal  counsel’s  comments  before 
proceeding  with  the  matter  of  the  salary  of  the  Executive 
Director  of  BOMEX. 

MOBIL  EYE  UNIT 

The  request  from  James  P.  Ganley,  M.D.  for  approval  of  a 
Mobil  Eye  Unit  was  referred  to  the  Board  of  Directors  with  the 
favorable  endorsement  of  the  Executive  Committee. 

CORRESPONDENCE 
John  P.  Schaefer  letter  7/8/75 

In  response  to  the  Board  of  Director’s  recent  letter,  the 
following  response  was  received  from  the  president  of  the 
University  of  Arizona: 

"I  was  very  pleased  to  receive  your  letter  expressing  the 
sentiments  and  desire  of  the  Arizona  Medical  Association  to 
provide  assistance  to  the  University  of  Arizona  in  dealing 
with  the  current  problems  facing  the  College  of  Medicine. 
I fully  share  your  concern  about  the  College  and  may  wish 
to  use  your  good  services  in  the  future.  At  the  moment,  we 
appear  to  be  moving  toward  a resolution  of  some  of  our 
difficulties,  and  I prefer  to  let  the  campus  community  try 
to  resolve  the  issues  involved  if  this  is  at  all  possible. 

I shall  discuss  your  offer  with  members  of  the  College  of 
Medicine  to  see  if  they  feel  that  your  group  could  be  of  assist- 
ance to  the  College  in  the  near  future.” 

Physician  National  Housestaff  Association 
The  letter  of  6/26/75  from  the  subject  organization  to 
Governor  Castro  was  received  for  information. 

OTHER  BUSINESS 
Lower  Level  Completion 

Mr.  Robinson  reported  that  the  Robert  Wood  Johnson 
Foundation  grant  had  been  approved  and  that  the  Arizona 
Regional  Perinatal  Program  wanted  to  rent  space  from  the 
Association.  The  Board  of  Medical  Examiners  also  wants 
additional  space.  Both  tenants  would  use  a little  more  than 
half  of  the  available  space  leaving  1125  square  feet  still 
available  for  rent.  Low  price  for  construction  was  $49,281 .00. 
The  committee  noted  that  the  Board  of  Directors  had 
authorized  completion  in  their  meeting  of  2/22/75. 

IT  WAS  MOVED  AND  CARRIED  TO  DIRECT  THE 
EXECUTIVE  DIRECTOR  TO  PROCEED  WITH  THE 
COMPLETION  OF  THE  LOWER  LEVEL  TO 
ACCOMODATE  THE  BOARD  OF  MEDICAL  EXAMIN- 
ERS AND  THE  ARIZONA  REGIONAL  PERINATAL 
PROGRAM  AND  TO  SEEK  A TENANT  FOR  THE 
BALANCE  OF  THE  SPACE. 

Medical  Student  Scholarships 

Mr.  Robinson  reviewed  the  actions  of  the  Benevolent  and 
Loan  Committee  in  granting  this  year’s  scholarships  and 
presented  the  following  news  release. 

"Eight  Arizona  medical  students  have  been  selected  to 
receive  $500  first-year  medical  school  scholarships  from  the 
Arizona  Medical  Association. 

Recipients  of  this  year’s  scholarships  are  Carol  Gsell  of 
Tempe;  Timothy  Derksen  and  Michael  Sullivan  of  Tucson; 


and  Gerald  McNamara,  Marilyn  Medwied,  Charles  Mor- 
row, David  Osterman,  and  Rebecca  Potter,  all  of  Phoenix. 
Four  scholarships  are  presented  by  the  Association’s  Benev- 
olent and  Loan  Fund  Committee  and  four  by  the  Board  of 
the  Arizona  Medical  Association  Foundation. 

All  of  the  students  will  enter  the  University  of  Arizona 
College  of  Medicine  this  fall  except  Osterman  who  will 
attend  St.  Louis  University  Medical  School.  Osterman  is  a 
Phi  Beta  Kappa  graduate  of  the  University  of  Arizona, 
where  he  was  a member  of  the  dean’s  list  each  semester. 

Miss  Gsell  is  a 1974  graduate  of  Arizona  State  University 
where  she  was  a member  of  the  dean’s  honor  roll.  She  gradu- 
ated magna  cum  laude  from  the  University’s  honors  pro- 
gram in  microbiology  and  was  a member  of  Alpha  Epsilon 
Delta:  the  premedical  honor  society. 

Derksen  graduated  magna  cum  laude  from  St.  John’s 
University  in  Minnesota.  McNamara  holds  a bachelor’s  and 
master’s  degrees  from  the  University  of  Arizona  where  he 
was  an  honor  student.  He  also  served  as  president  of  his 
class,  and  of  Sigma  Chi  Fraternity. 

Miss  Mediwied  graduated  from  State  University  of  New 
York  and  attended  the  University  of  Arizona.  Morrow, 
a graduate  of  Arizona  State  University,  was  selected  by  the 
American  Institute  of  Chemists  as  the  outstanding  bachelor 
of  arts  chemistry  graduate  for  1975. 

Miss  Potter  attended  Stanford  University  and  the  Uni- 
versity of  Arizona.  She  was  a member  of  the  University  of 
Arizona’s  honors  program  and  was  named  to  Phi  Beta 
Kappa.  Sullivan  is  a 1975  graduate  of  Occidental  College 
in  California. 

Awarded  annually  since  1964,  the  scholarships  are  pre- 
sented to  exceptionally  qualified  medical  students  who  are 
entering  medical  schools  in  the  United  States. 

Scholastic  achievement  and  need  are  the  prime  considera- 
tions for  scholarship  eligibility.  Recipients  must  be  Arizona 
residents  and  U.  S.  citizens.” 

Travelers 

Mr.  Robinson  reported  that  we  have  received  the  computer 
printouts  on  losses  as  promised  by  the  Travelers  Insurance 
Companies  at  the  4/26/75  Board  of  Directors  meeting.  They 
have  not  been  analysed  as  yet  as  they  were  received  this  date. 

Robert  F.  Zuch,  M.D. 

Dr.  Zuch’s  recent  letter  concerning  the  mediation  board  of 
the  Pima  County  Medical  Society  was  reviewed. 

It  was  determined  that  because  this  matter  had  been  taken 
over  by  the  Board  of  Medical  Examiners  it  was  out  of  the 
jurisdiction  of  the  Association. 

Vietnamese  Refugee  Physicians 

Question  was  raised  as  to  how  many,  if  any,  Vietnamese 
physicians  had  settled  in  Arizona.  Mr.  Robinson  was  directed 
to  investigate  the  matter  and  report  back  at  the  next  meeting. 
Meeting  adjourned  9:01  p.m. 

William  E.  Crisp,  M.D. 

Secretary 
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“CURRENT  TOPICS  IN  DIABETES” 

a postgraduate  medical  education  course 
co-sponsored  by 

THE  DIABETES  SOCIETY  OF 
SANTA  CLARA  VALLEY 

and 

STANFORD  UNIVERSITY 
SCHOOL  OF  MEDICINE 

at 

Rickey’s  Hyatt  House,  Palo  Alto,  California 
DECEMBER  5 and  6,  1975 

The  symposium  will  present  current  knowledge  of  the 
basic  mechanisms  underlying  various  diabetic  states 
and  will  deal  in  depth  with  management  principles.  The 
meeting  is  intended  for  primary  physicians,  including 
internists,  family  and  general  practitioners,  emergency 
room  physicians,  endocrinologists,  pediatricians,  public 
health  nurses,  nurse  educators,  and  nurse  specialists  in 
the  field  of  diabetes.  Eight  hours  of  instruction  will  be 
provided. 

Tuition  for  the  course  is  $65  and  advance  registration 
is  requested. 

For  further  information  and  a brochure  of  the  course 
please  contact: 

DIABETES  SOCIETY  OF  SANTA  CLARA  VALLEY 

2220  MOORPARK  AVENUE 

SAN  JOSE,  CALIFORNIA  95128 

TELEPHONE  (408)  287-3785 


SENIOR  CITIZEN'S 
MEDICAL  CENTER 

Seeks  Internists  or  General 
Practitioners  to  take  over 
heavy  geriatric  practice. 

Full  or  part  time 
No  investment  required 

PHONE  (602)264-4437 


The  Pain  Phone 

When  a telephone  prescription  tor  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 
acute  pain. 


’The  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia. 


^EMPIRIN 

COMPOUND 

c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg]  gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  Vi 

Each  tablet  also  contains  aspirin 
gr  31/2,  phenacetin  gr  21/2, 
caffeine  gr  Vz. 

* Warning -may  be  habit-forming. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ARIZONA  MEDICINE 

Address  all  correpondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 

Business  Manager 

National  Representative 
John  Murphy 
State  Medical  Journal 
Advertising  Bureau,  Inc. 

711  South  Boulevard 
Oakpark,  Illinois  60302 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1 . Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medi- 
cal writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the 
author’s. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this 
Journal.  Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  return 
unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 

material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines. 

To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on  an- 
ticoagulant therapy  may  reguire  downward  adiustment  of  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for  at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 
Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur. 

USUAL  DOSAGE:  Adults-  600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated, Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q i d for  a total  of5.4grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  for  six  days. 

Children -3  to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses 
Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided. 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days. 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 

<sta> 

kTTi  WALLACE  LABORATORIES 

CRANBURY,  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rontlomycin  300 

[metihncyclinc  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

idies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


__elp 
slop  the  tears 

of  colic,  diarrhea 


or  similar  malady 
Use  i-Soyalac. 

i-Soyalac  and  regular  Soyalac  are  palatable,  readily 
digestible  and  assimilated.  It 
simulates  human  milk  in  ap- 
pearance, taste  and  texture. 

It  is  complete  with  vitamins  *#  % 
and  minerals.  It  is  suitable  for 
infants  and  children  who  are  sensitive 
to  or  cannot  tolerate  cow’s  milk. 

For  nearly  a quarter  of  a century,  Soyalac  has  proven 
its  value  in  promoting  growth  and  development  — 
as  shown  by  extensive  clinical  data. 

Available  in  four  forms:  i-Soyalac  Concentrated, 
Soyalac  Concentrated,  Soyalac  Ready-to- 
Serve,  and  Soyalac  Powder. 


i-Soyalac  from  isolated  protein  without  corn. 


Send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 


Name 


Address 


City _ State Zip 

Or  a simple  note  on  your  prescription  form  will  do. 
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AMERICAN  LIFE  INSURANCE  ASSOCIATION 

Washington,  D.  C. 

secretary  medical  section 

VAUGHAN  P SIMMONS.  M D 
Vice  President  and  Medical  Director 

DUKE  R.  GASKINS,  M.  D. 

1897  - 1974 


Duke  R.  Gaskins,  M.  D.  , 76,  an  ear,  nose  and  throat  specialist, 
died  September  13th,  1974,  in  Phoenix,  Arizona.  Several  years  ago 
Doctor  Gaskins  received  his  50  Year  Plaque  from  the  Medical  Society 
for  the  practice  of  medicine. 

Doctor  Gaskins  gave  up  private  practice  in  1954  and  became 
Medical  Director  of  The  HBA  Life  Insurance  Company  of  Phoenix, 
Arizona.  He  was  also  a Director  of  the  Company  and  for  a period 
served  as  Chairman  of  the  Investment  Committee. 

An  avid  hunter  and  fisherman,  he  also  won  a number  of  Medical 
Association  golf  tournaments.  His  memberships  included  the 
Paradise  Valley  Country  Club,  Phoenix  Country  Club  and  since  1930 
the  Arizona  Medical  Association.  He  was  licensed  to  practice  medicine 
in  Arizona  in  1928. 

Doctor  Gaskins  was  born  in  Harrisburg,  Illinois  on  September  27, 
1897. 

Doctor  Gaskins  moved  to  Tucson,  Arizona  in  1927  from  his  native 
Harrisburg,  Illinois,  and  to  Phoenix  in  1931.  He  was  graduated  from 
Vanderbilt  University  School  of  Medicine  in  1921  where  he  also 
received  his  B.  A.  degree. 

Be  It  Resolved  Therefore:  That  this  memorial  be  recorded  in  the 

minutes  of  this  meeting  and  a copy  sent  both  to  his  family  and  his 
company. 


This  memorial  to  Dr.  Gaskins  was  read  at  the  Greenbrier  during  the  third 
annual  meeting  of  the  Medical  Section  of  the  American  Life  Insurance 
Association  on  July  1 , 1975.  We  publish  it  in  tribute  to  the  exceptional  ser- 
vice Dr.  Gaskins  gave  to  the  medical  profession  for  over  50  years  and  to  our 
Company  for  20  years,  and  as  evidence  of  the  high  professional  and  personal 
esteem  in  which  he  was  held  by  all.  THE  HBA  LIFE  INSURANCE 
CO.  • PHOENIX 


Future 

Medical  Meetings 


CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  HAVE  RECEIVED  ArMA  ACCREDITA- 
TION FOR  CONTINUING  MEDICAL  EDUCATION. 

ARIZONA  STATE  HOSPITAL,  PHOENIX 

GOOD  SAMARITAN  HOSPITAL.  PHOENIX 

MARICOPA  COUNTY  GENERAL  HOSPITAL.  PHOENIX 

ST.  LUKE'S  HOSPITAL  ANO  MEDICAL  CENTER,  PHOENIX 

ST.  JOSEPH’S  HOSPITAL  AND  MEDICAL  CENTER.  PHOENIX 

TUCSON  HOSPITALS  MEDICAL  EDUCATION  PROGRAM,  TUCSON 

VETERANS  ADMINISTRATION  CENTER,  PRESCOTT 

CONTINUING  MEDICAL  EDUCATION  ACTIVITIES  SPONSORED  BY  THESE 
INSTITUTIONS  RECEIVE  CATEGORY  1 CREDIT  FOR  THE  ArMA  CER- 
TIFICATE IN  CONTINUING  MEOICAL  EDUCATION  AND  THE  AMA  PHYSI- 
CIAN’S RECOGNITION  AWARD. 


GLENDALE  SAMARITAN  HOSPITAL 

7 A.M.  Second  Tuesday  Each  Month 
Conference  room 

Sept.  9 — Renal  Failure  — Indications  for  Dialysis 

Oct.  1 4 — Current  Treatment  of  Congestive 
Heart  Failure 

Nov.  1 1 — Evaluation  of  the  Patient  with 
Peripheral  Vascular  Disease 

Dec.  9 — Current  Concepts  in  Anesthesia 

SPONSOR:  Glendale  Samaritan  Hospital 

CONTACT: 

Antonio  Toraya,  M.D.,  FACS 
4550  N.  51st  Ave. 

Phoenix,  AZ  85031 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


THE  CHALLENGE  OF  LEUKEMIA: 

AN  OPTIMISTIC  VIEW 

September  13,  1975 

Bingham  Hall,  Rodeway  Inn,  Phoenix,  AZ 

SPONSOR:  Leukemia  Society  of  American,  Inc. 

CONTACT: 

Mary  Lou  Passmore 
3318  N.  Second  St. 

Phoenix,  AZ  85012 

Approved  for  5 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DEPRESSION  A PRACTICAL  APPROACH 

September  1 8,  1 975 
Little  American  Motel,  Flagstaff,  AZ 

SPONSOR:  Coconino  County  Medical  Society 

CONTACT: 

Joseph  N.  Reno,  M.D. 

120  West  Fine  Ave. 

Flagstaff,  AZ 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CLINICAL  & HEMODYNAMIC  ASSESSMENT 
OF  MYOCARDIAL  INFARCT 

September  24,  1975 
Desert  Samaritan  Hospital 
Grande  Room,  Mesa,  AZ 

SPONSOR:  Education  Committee,  Desert  Samaritan  Hospital 

CONTACT: 

L.  A.  Rosati,  M.D. 

Desert  Samaritan  Hospital 
Mesa,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DEPRESSION  WORKSHOP 

(MEDCOMP  PROGRAM) 

September  11,1 975 
New  Cornelia  Hospital,  Ajo,  AZ 

SPONSOR:  New  Cornelia  Hospital 

CONTACT: 

C.  B.  Daniel,  M.D. 

New  Cornelia  Hospital 
Ajo,  AZ  85351 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PEDIATRIC  AUDIOVISUAL  REVIEW 

September  27,  28,  1975 
U of  A College  of  Nursing,  Tucson,  AZ 

SPONSOR:  Arizona  Pediatric  Society;  U of  A College  of 
Medicine,  Depts.  of  Continuing  Medical  Education  and 
Pediatrics 

CONTACT: 

George  D.  Comerci,  M.D. 

U of  A College  of  Medicine 
Dept,  of  Medical  Education 
Tucson,  AZ  85724 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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NEW  MEXICO  MEDICAL  SOCIETY 
THE  MENTAL  RETARDED  IN  THE  COMMUNITY 


ARIZONA  SYMPOSIUM 
FOR  NUCLEAR  MEDICINE  TECHNOLOGISTS 


September  30,  October  1,  1975 
Hilton  Inn,  Albuquerque 

SPONSOR:  New  Mexico  Medical  Society 

CONTACT: 

Ms.  Carole  Gorney 

Los  Lunas  Hospital  and  Training  School 
P.  O.  Box  208 

Los  Lunas,  New  Mexico  87031 

Approved  for  9 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THIRD  ANNUAL  SEMINAR  - ASCPT 

October  3,  4,  1 975 
Sunburst  Hotel,  Scottsdale,  AZ 

SPONSOR:  Arizona  ASCPT 

CONTACT: 

Linda  Bouchard,  R Pt 
Good  Samaritan  Hospital 
1033  E.  McDowell  Rd. 

Phoenix,  AZ  85006 

Approved  for  1 1 elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


23RD  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES 
& MEXICO 

October  8,  9,  10,  11,  1975 
San  Francisco  Hilton  & Tower  Hotel 
San  Francisco,  CA 

SPONSOR:  Medical  Society  of  the  United  States  and  Mexico 

CONTACT: 

Mrs.  Virginia  E.  Bryant 
Executive  Secretary 
333  West  Thomas  Rd.,  Suite  207 
Phoenix,  AZ  85013 


AMERICAN  COLLEGE  OF  PHYSICIANS 
ARIZONA  REGIONAL  MEETING 

October  31,  November  1,  1975 

Doubletree  Inn,  Tucson,  AZ 

SPONSOR:  American  College  of  Physicians 

CONTACT: 

James  Parson,  M.D. 

5100  E.  Grant  Rd. 

Tucson,  AZ  85712 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


November  1,  2,  1975 
Ramada  Inn,  Tuscon,  AZ 

SPONSOR:  Society  for  Nuclear  Medicine 

CONTACT: 

Sharon  D.  Barrow,  R.T. 

David  L.  Lilien,  M.D. 

Dept,  of  Nuclear  Medicine 
Veterans  Administration  Hosp. 

Tucson,  AZ  85723 

Approved  for  10  elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ANSWERS  TO  THE  PROBLEM  OF  CORONARY 
ARTERIAL  DISEASE  FOR  THE 
FAMILY  PHYSICIANS 

November  6,  7,  8,  1975 
The  Adams  Hotel  - Ballroom,  Phoenix,  AZ 

SPONSOR:  The  Arizona  Heart  Institute 

CONTACT: 

Robert  M.  Payne,  M.D. 

Dir.  of  Continuing  Medical  Education 
350  W.  Thomas  Road 
Phoenix,  AZ  85013 

Approved  for  15’/2  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DISEASES  AND  MEDICINE  OF  OUR 
FOREFATHERS,  AND  DURING  THE  BICENTENNIAL 

November  9,  1975 
Braniff  Place  Hotel,  Tucson,  AZ 

SPONSOR:  American  Medical  Women's  Association 

CONTACT: 

Catherine  W.  Anthony,  M.D. 

3040  South  High 
Denver,  CO  80210 

Approved  for  3 elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


PEDIATRIC  AND  ADOLESCENT 
ECHOCARDIOGRAPHY 

November  14-16,  1975 
Arizona  Medical  Center 
Main  Auditorium,  First  Floor 
Tucson,  AZ 

SPONSOR:  U.  of  A.  Pediatrics  Department 

CONTACT: 

Drs.  Goldberg,  Allen  and  Sahn 
1501  North  Campbell 
Tucson,  AZ  85724 

Approved  for  24  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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THE  ABDOMEN 


GRAND  ROUNDS  MEDICAL  & SURGICAL 


Department  of  Radiology 
Maricopa  County  General  Hospital 
Phoenix,  AZ 

November  15,  1975,  8 a.m.  - 5 p.m. 

SPONSOR:  Department  of  Radiology 

CONTACT: 

Coordinators 

Austin  R.  Sandrock,  M.D.,  Chairman 
Alex  Newman,  M.D. 

Dept,  of  Radiology 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THIRD  INTERNATIONAL 
COCCIDIOIDOMYCOSIS  SYMPOSIUM 

December  3,  4,  5,  1975 
Mountain  Shadows  Resort,  Phoenix,  AZ 

SPONSOR:  St.  Luke's  Hospital  Medical  Center 

CONTACT: 

Preston  F.  Smith,  M.D. 

St.  Luke's  Hospital  Medical  Center 
525  North  18th  Street 
Phoenix,  AZ  85006 


THIRD  ANNUAL  SYMPOSIUM 
of  the  BARROW  NEUROLOGICAL  INSTITUTE 

Camelback  Inn,  Scottsdale,  AZ 
February  5 - 7,  1 976 

SPONSOR:  Barrow  Neurological  Institute 

CONTACT: 

Richard  A.  Thompson,  M.D.,  Division  of  Neurology 

Barrow  Neurological  Institute 

St.  Joseph's  Hospital  & Medical  Center 

350  West  Thomas  Road 

Phoenix,  AZ  85013 

Approved  for  15  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 

Last  Tues.  of  Month 
Plaza  International,  Tucson,  AZ 

SPONSOR:  U of  A Medical  Center,  Dept,  of 

Radiology 

CONTACT:  Irwin  M.  Freundlich,  M.D. 

Arizona  Medical  Center 
Dept,  of  Radiology 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


Each  Thursday  7 a.m. -8  a.m. 

St.  Mary's  Hospital,  Trek  Room,  Tucson,  AZ 

SPONSOR:  Departments  of  Medicine,  Family  Practice, 
and  Surgery 

CONTACT:  Jack  D.  Nestor,  M.D. 

Clinical  Laboratory 
1601  W.  St.  Mary's  Rd. 

Tucson,  AZ  85703 

Approved  for  1 required  hour  per  round  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


BI-MONTHLY  MEDICAL  EDUCATION  SEMINAR 

Every  other  Wed.  AM 
Begin  7/3/74 

Maryvale  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Medical  Staff  Maryvale  Hospital 

CONTACT: 

Thomas  J.  Groves,  M.D. 

6037  W.  Elm  St. 

Phoenix,  AZ  85033 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


CAMELBACK  HOSPITAL  CLINICAL  CONFERENCE 

3rd  Tuesday  monthly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


PATIENT  STAFFING  CONFERENCE 

Three  times  weekly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  conference  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
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MORBIDITY  & MORTALITY  CONFERENCE 


CLINICAL  CANCER  CONFERENCE 


2nd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  PATHOLOGICAL  CONFERENCE 

4th  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Director  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


MEDICAL  GRAND  ROUNDS 

3rd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


FAMILY  PRACTICE  CONFERENCE 

1 st  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  85015 

Approved  for  T V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St.  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ  85724 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m. 

Room  4410,  Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

H.  E.  Cross,  M.D.,  Ph.D. 

Arizona  Medical  Center 
Dept,  of  Surgery 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 


OFFICERS  AND  DIRECTORS  — 1975-76 

President — William  C.  Scott.  M.D 

President-Elect— Edward  Sauenspiel,  M.D  

Vice  President — John  F.  kahle.  M.D. 

Secretary — William  E.  Crisp.  M.D 

Treasurer — Richard  T.  Dexter.  M.D 

Past  President — William  G Payne.  M.D 

Editor-In-Chief — John  W Kennedy.  M.D 

Delegate  to  AM  A — Seymour  1 Shapiro.  M.D  

Delegate  to  AMA — Richard  O.  Flynn.  M.D  

Delegate  to  AMA — W.  Scott  Chisholm.  Jr  . M.D  

Alt.  Delegate  to  AMA — Arthur  V Dudley.  Jr..  M.D. 

Alt.  Delegate  to  AMA — John  I Standifer.  M.D 

Ah.  Delegate  to  AMA- Patrick  P Moraca.  M.D 

AMA  Trustee — Daniel  T.  Cloud.  M.D.  


DISTRICT  DIRECTORS 

Central  District — Reginald  J M Zeluff,  M.D 

(Central  District — George  I.  Hoffmann.  M.D 

Central  District — James  M Hurley,  M.D 

Central  District — Wallace  A.  Reed.  M.D 

Central  District — Lawrence  J.  Shapiro.  M.D  

Northeastern  District — Jack  I.  Mowrev.  M.D 

Northwestern  District — Richard  T.  McDonald.  M.D. 

Southeastern  District— Edward  R.  Curtis.  M.D 

Southern  District — Richard  S Armstrong.  M.D 

Southern  Distric t— Henry  P Limbacher.  M.D  

Southern  District — Vernor  F.  Lovett.  M.D 

Southwestern  District — Glen  H Walker.  M.D 


l\  of  A . Dept,  of  OB-GYN.  Tucson  85724 

333  W I he >mas  R<l  Ph< >»  nix  8501 3 

715  N Beaver.  I lagstaff  86001 

926  E.  McDowell  Rd  . Phoenix  85006 

P.  O.  Box  26926,  Tucson  85726 

P O Box  V.  Tempe  85281 

705  E.  I uc  kc\  I n . Phoenix  85011 

. 5402  E.  Grant  Rd..  No.  F.  Tucson  85712 

2210  S.  Mill  Ave..  Tem|>e  85281 

....  1158  F Missouri  Ave  . Phoenix  8501  I 

1601  N.  Tucon  Blvd..  Tucson  85716 

1 1 2 I-  < ).ik  si  Kingman  86 101 

217  E.  Virginia,  Phoenix  85004 

3411  N.  5th  Ave.,  Phoenix  85013 


217  E.  Virginia.  Phoenix  85004 

138  W 5th  Plac  < Me  sa  85201 

3143  N.  32nd  St..  Phoenix  85018 

1040  E Mc  Dowell  Rd  . Phoenix  85006 
, . 550  W Thomas  Rd..  Phoenix  85013 

P O B.»x  887.  Lakeside  85929 

713  N.  Beaver.  Flagstaff  86001 

503  5th  Ave  . Safford  35546 

P O Box  12787.  Tucson  85732 

2205  E Hampton,  Tuc  son  85719 

5402  E.  Grant  Rd..  Tucson  85712 

291  W.  Wilson.  Coolidge  85228 


MEDICAL  SOCIETY  OF  THE  l N IT EI)  STATES  AND  MEXK  () 


Picsideni  — Herert  W.  Bradlcv.  M.D.  

President-Elec  t — Fernando  de  La  Cueva.  M.D 
Vice  President — I bonus  II  label.  Ji  . M I)  .. 

Secretary  l SA — Schyulei  \ lliliv  M.D 

Sec  letary-Mexic o — Ricaido  Ortiz  Ame/ctia.  M.D. 

1 reasurei-l’SA — Luc  \ A Vernetn.  M.D 

I leasuret-Mexic o — Joige  Riggen  Davila.  M D 
Fxec  utivc  Sec  \ I SA — Mrs  Vugima  I Bivant  . 
Exec  uti\e  Set  \ -Mexico — Si  Alfiedo  Patron  ... 


800  Fluid  Si  . Maryville.  CA  95001 

Pa\o-No.  135-306.  Guadalajaia.  Jalisco.  Mexico 

2021  North  Central  Ave.,  Pheonix.  AZ  85004 

1 uc  son  Medical  Center.  P.O.  Box  6607.  lucson.  A/  8573.3 

Americas  No.  624-1.  Guadalajaia.  )alisco.  Mexico 

333  West  1 hernias  Rd  No.  207.  Pheonix.  AZ  8501.3 

Maisclla  No.  5 10-Sm . Guadalajara.  Jalisco.  Mexico 

333  \\  Thomas  Rd..  207.  Phoenix,  AZ  85013 

. ..  Heibeito  f ii.is  No  60-Sui.  Ma/atlan.  Sinaloa.  Mexico 


( ONI  MITT  EES  — 1975-76 


ARTICLES  OF  INCORPORATION  & BYLAWS:  Charles  I-  Henderson.  M.D  . 
Chairman  (Phoenix);  Philip  E.  Dew.  M.D  . i I uc  son):  Arnold  H Dystetheft. 
M 1 ) (Lakeside)  Paul  B Jarrett,  M D.,( Phoenix); Clarence  1 Yount, Ji  ,M  I ) 

BENEVOLENT  AND  LOAN  FI  ND:  Arthur  V Dudley.  M.D..  Chairman. 
( I ue  son );  George  Adams.  M.D  . (Tue  son ):  Rie  hard  L.  Dexter.  M D.  (Tuc  son ); 
R Lee  Foster  M.D  (Phoenix):  Edward  J.l.efeber,  M.D.  (Mesa);  (x-cil  ( 

\ augh.  Jr..  M.D.  (Phoenix);  Ciarl  E Voldeng.  M.D.  (Phoenix). 

FINANCE:  Richard  I Dextei  M l),  Chauman  (Tuc  son  i;  William  | Dunn. 
M.D.  ( Phoenix);  Heibei  t C Erhart.  Jr..  M.D.  ( Springers ille);  James  L.  Giobe. 
M.D  (Phoenix):  Charles  ( Hedges.  Jr..  M.D.  (Phoenix);  Gerald  Marshall. 
M D.  (Phoenix);  Robert  P Purpura.  M.D..  (Tucson);  Otto  S Shill.  Jr..  M.D. 
t I einpc);  Sevmour  I.  Shapiro.  M D.  (Tucson);  George  Wallace.  M.D  (Seotts- 
dale). 

GO\  I-  RNMEN  I AI.  SERVICES  Arthur  D Nelson.  M I)  . Chairman. (Scottsdale); 
John  A.  Ash . M.D  . ( Phoenix);  Otto  L.  Bendheim.  M.D  . ( Phoenix):  Suzanne 
Y Dandoy.  M.D.  (Phoenix);  Donn  G.  Duncan.  MI).  (Tucson);  Walter 
R Either  M.D.  (Chandler);  Lloyd  S Epstein.  M D.,  (Tucson);  John  W 
Heaton.  M I)  , (Phoenix);  Charles  kalil.  M.D.  (Phoenix);  Frank  V Keary, 
M I)  . ( I ucson):  Louis  (.  Kossuth.  M.D.  (Phoenix);  Joseph  J.  Likos,  M.D  . 
(Phoenix);  Joseph  L Marcarelli.  M.D.,  (Sun  (aty);  Dermont  W.  Melick. 
M.D.  (lucson);  ()  Melvin  Phillips.  M.D,  (Scottsdale);  Wallace  A.  Reed. 
M.D.  (Phoenix);  Helen  M Roberts.  M.D.  (Phoenix):  Marvin  C Schneider 
M I)  . (Phoenix) 

HEALTH  MANPOWER  Louis  ( Kossuth.  M.D  Chairman  (Phoenix);  Casey  D 
Blitt.  M.D  (lucson);  Biuee  N Curtis.  M I).  (Safford);  Alexander  Keller. 
M 1)  (Tucson).  Edward  J Lefeber.  Jr.  M.D.  (Mesa);  Roger  A.  Lueek.  M.D  . 
(Phoenix):  Du  muni  V\  Melick.  MI).  (lucson);  John  B Miller  Ml). 

( Phoenix);  Andrew  W Nichols.  M D,  (Tucson);  Robert  St.  John.  M.D  . 

(Phoenix);  Manus  R Spaniter,  M I)  (Prescott);  H Stephens  I homas.  M.D  . 

i Phoenix):  Jesse  \\  I app.  |i  M l)..  (T  ucson);  Hugh  (.  Thompson.  M.D  . 

(Tuc  son). 

HISIOR5  &•  OBI  I CARIES  John  W Kennedv.  MD.  Chairman  (Phoenix); 
Fian<  is  J Bean.  M I)  ( Tucson);  Walter  Brazie.  M l),.  (Kingman);  C Bland 
(oddings.  M.D  (Mesa):  John  R Creen.  M.D.  < Phoenix);  Abe  I Podolsky. 
M.D.  (Yuma);  Jay  L.  Sitterley.  M.D,,  (Flagstaff). 

‘ 1 kTIVl  ( dw  ini  Sattenspiel.  Ml)..  Chairman.  (Phoenix):  Richard  w 
Abbuhl.  M I).  (Phoenix)  lames  1-  Campbell.  M.D.  (Phoenix);  John  S 
Carlson.  M.D  (Phoenix):  V\  Scott  Chisholm.  Jr.  M.C  (Phoenix);  Sam 
(Phoenix)  Richard  L Collins,  M.D.,  (Scottsdale): 
Donald  I Griess  M 1 1 Tucson);  Louis  Hirsch,  M D.,  ( Tucson);  K < >1  >«  r t 1) 
Hedgell.  M.D.  (Prescott);  John  P Holbrook.  M.D.  (Tucson);  Gerald 
Mai  shall,  M I)  (Phoenix):  Richard  McGill.  DO.  (Phoenix);  Gerald  Y 
McNally.  M.D  (Prescott)  Donald  R Miles,  M.D  . (Phoenix);  R Michael 


O'Hana.  M I)  . (Phoenix):  Robert  J.  OIivci.  III.  M l)  , (Tucson):  Ratrboi 
Patovich.  M.D  . (Phoenix);  ()  Melvin  Phillips.  M I)..  (Scottsdale):  Wilred 
M Potter.  M.D  . (Sc  dttsdale):  Paul  I S<  hnui.  M.D  . i Tuc  son):  Berton  Siegel. 
D O . (Phoenix);  John  Vnsskuhler.  M.D  (Flagstall);  Dennis  Welland.  M.D.. 
(Scottsdale). 

MATERNAL  & CFIILD  HEALTH  CARE:  Raymond  J.  Jennett,  M.D..  Chairman 
(Phoenix);  Frederic  W.  Baum.  M.D.  (Tempe);  Walter  B Cherny  M.D., 
(Phoenix);  C.  Donald  Christian.  M.D.  (Tucson);  Warren  A.  Colton.  Jr.,  M.D.. 
(Tempe);  WYliam  J.  R.  Daily.  M.D.,  (Phoenix);  Jack  H.  Demlow,  M.D., 
(Tucson);  Glenn  M.  Friedman.  M.D.  (Scottsdale);  Harlan  R.  Giles.  M.D., 
(Tucson)  W'alter  K.  Kippard  III,  M.D.  (Phoenix);  Belton  P.  Meyer.  M.D., 
(Phoenix);  W'illiam  J.  Moore,  M.D.,  (Phoenix);  William  G.  Payne.  M.D., 
(Tempe);  David  Pent.  M.D.,  (Phoenix);  Hermann  S.  Rhu.  Jr..  M.D..  (Tucson); 
Paul  W . Whitmore.  D.O..  (Phoenix). 

MEDICAL  ECONOMICS:  Robert  P Purpura.  M.D,.  Chairman  (Tucson); 
Ru  hard  S Armstrong.  M I)..  ( I ucson);  Albert  C.  Asendorf.  M.D..  (Phoenix); 
Chester  G.  Bennett.  M.D..  (Phoenix);  Avi  Ben-Ora.  MD.  (Scottsdale); 
Charles  M Bergschneider,  M D , (Scottsdale);  Arthur  M Brandt.  M.D.. 
(Tucson);  Sam  C.  Colac  his..  Jr.,  MD.  (Phoenix);  Charles  L Dalton.  MD,. 
(Phoenix);  George  I Hoffmann.  M.D  . (Mesa);  Frederick  W.  Jensen.  Jr.. 
M I)..  (Phoenix);  John  F Kahle.  M D . (Flagstaff);  Howard  N.  kandell.  M D . 
(Phoenix);  Patrick  P Moraca.  M.D..  (Phoenix);  Paul  L.  Schnur.  M.D.. 
(Tucson);  George  Serbin.  M.D.  (Phoenix);  Richard  W Switzer.  M.D. 
(Tucson);  Burton  E Weissman.  M.D..  (Phoenix);  Reginald  J M Zeluff, 
M.D  , (Phoenix). 

MEDICAL  EDUCATION:  Robert  E.  T.  Stark.  M I).,  Chairman  (Phoenix); 
James  E Brady.  Ji  . M.D  . (Tucson);  Daniel  B Carroll.  M.D  . (Phoenix); 
Melvin  L.  Cohen.  M I).  (Phoenix);  George  D Comerci.  M.D..  (Tucson); 
David  J (-rosby.  M I)  . (Phoenix);  Kenneth  A Dregseth.  M.D  , (Sierra 
Vista);  Francis  T Flood.  M.D.  (Phoenix):  Harry  W Hale.  JR  , M.D. 
(Phoenix);  Robert  E.  Hastings.  Jr..  M.D.,  (Tucson);  M Wayne  Heine.  M D . 
(Tucson);  Raymond  J.  Jennett.  M.D.  (Phoenix);  Howard  N Kandell. 
M I)  . (Phoenix);  Jack  M.  Layton,  M.D  . (Tucson);  I>aurence  R Mansur. 
M.D  . (Safford);  VV'illiam  L Sheely.  M.D  . (Phoenix);  Lawrence  Z.  Stern. 
M I)  . (Tucson);  Jesse  W Tapp.  Jr..  M D . (Tucson);  Aston  B Taylor.  M.D  . 
(Phcx*mx);  Albert  G Wagner.  M.D.  (Phcx*nix). 

OCCUPATIONAL  HEALT  H Joseph  M.  Hughes,  M.D.,  Chairman.  (Phoenix); 
Floyd  k Berk.  M D.,  (Tucson):  Richard  Besserman.  M.D  . (Phcnmix);  Earl 
M.  Best.  M I)  . (Phoenix);  Sheldon  Davidson,  M I).  (Phoenix);  Walter 
V Edwards.  M.D  . (Phoenix);  Robert  V Horan.  M I)  . (Moreno);  Robert  B 
Leonard.  M D . (Phoenix)  Florian  R Rabe.  M.D.  (Scottsdale);  Eugene  f 
Ryan.  M.D.  (Phoenix);  William  C.  Trier.  M.D.  (Tucson);  Maier  Tuchler. 
M.D.  (Phoenix);  Willis  A W'arner,  M.D  . (Phoenix). 

PHY. SI(. I AN  REHABILITATION  Richard  E.  H.  Duisberg,  Ml),  Chairman 
(Phcxnix);  John  Bartness.  M.D..  (Phoenix;  M.I)  . (Phoenix):  Otto  L. 
Bendheim.  M.D  . (Phcwntx);  WTlIiam  E.  Bishop.  M.D  . (Globe);  John  T. 
Clymer.  M.D.,  (Tucson);  Donald  L.  Damstra.  M.D  (Phoenix):  Bernard  M 
Kuhr.  M.D,  (Tucson);  I.aurence  M Linkner.  M I).  (Phoenix);  Walter  B 
Tomlinson.  M.D  (Elgin);  Karl  E.  Voldeng.  M I)  . (Phoenix);  Eleanor  A. 
Waskow.  M.D.  (Phoenix) 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL:  Robert  S Ganelin.  M.D.  Chairman.  (Phoenix);  Paul  M. 
Bindelgas,  M.D.,  (Phoenix):  Paul  B Borgeson.  M I).,  (Phoenix):  |ohn  A. 
Bruner,  M l)  , (Phrx*nix):  I Philip  (barter.  M.D..  (Phoenix);  James  1 Grobe. 
M l)  (Phoenix);  Joseph  W Hanss.  Jr..  M.D.,( Phoenix):  James  M Hurley. 
MI).  (Phoenix);  Helen  Johnson.  M I).  (Tucson);  Laurence  M Linkner, 
M D . (Phoenix);  William  G.  Payne.  M.D  , (Tempe);  Edward  Sattenspiel. 
M.D  . (Phoenix);  Donald  I Srhaller.  M.D  . (Phoenix):  George  A.  Spendlove. 
M.D.  (Phoenix);  Neil  O Ward.  M.D.  (Phoenix). 

Pl'BLIC  REAL. LIONS  Selma  I Iargovnik.  M.D.  Chairman.  (Phoenix); 
W Dav  id  Ben -Asher . M.D,  ( 1 u<  son );  F Fred  tit  k Bloemkei . M.  I)..  ( Phoenix): 
| Walter  Brock.  M.D  . (Scottsdale):  Ronald  I Christ.  M.D  , (Yuma);  Julian 
DeVries.  (Phoenix);  Edward  B Grothaus.  M.D  , (Sierra  Vista);  Robert  A 
Johnson.  M.D  . (Phoenix);  Robert  L kelling.  Si  . M.D..  (Ajo);  Irving  M 
Pallin.  M D . (Sun  City);  William  Russell.  Jr..  M I)  . (Phoenix);  Morton  S 
Thomas  III.  M.D  . (Wickenburg). 

PUBLISHING:  John  W Kennedy,  M.D  . Chairman.  (Phoenix);  Walter  V. 
Edwards,  M.D  . ( Phoenix);  ( .era Id  Kaplan.  M.D  . ( Phoenix ): George  I .astnu  k. 
MD.  (Sun  City);  William  B McGrath.  M D,  (Phoenix);  David  Pent. 
M.D  , (Phoenix);  Michael  M Schreiber.  M D . (Tucson);  David  C.  H Sun. 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY:  Milton  S.  Dworin.  M I)  . Chairman.  (Tucson); 
Merrill  M Abeshaus,  M.D  , (Flagstaff);  Suresh  C Anand.  M.D.  (Phoenix); 
Floyd  k Berk.  M.D.  (Tucson);  Thomas  E Bntker,  MI).  (Phoenix); 
W Scott  Chisholm.  M.D  . (Phoenix);  Vincent  A.  Fulginiti,  M D . (Tucson): 
Otto  C.ambacorta.  M.D.  (Tucson):  Jerome  Gerendasy,  M.D.  (Mesa); 
Laurence  M Haas.  MI).  (Tucson);  Timothy  R Harrington.  MI), 
(Phoenix);  Clifford  I Harris.  Jr..  M.D  . (Mesa):  Thomas  F Hartley.  M.D  . 
(Phoenix);  Wavne  M.  Heine.  M I)  . (Tucson):  Thomas  S Henry.  M.D  . 
(Flagstaff);  James  M Hurley.  M I)  , (Phoenix);  Mark  M Kartchnei.  M I)  . 
(Tucson);  Norman  N.  Komar.  M I),.  (Tucson);  Eugene  Leibsohn.  M.D.. 
( Phoenix);  Philip  Levy.  M I)  . ( Phoenix);  William  S.  Nevin.  M.D..  (Tuc  son); 
Neopno  L Robles.  MI).  (Tucson);  Richard  A Silver.  MD.  (Tucson); 
Donald  P Speer.  M.D  . i I iuson);  Lous  S Fan.  M.D  . (Phoenix):  Wilbur  ( 
Vross.  M.D.,  (Tucson);  Donald  J.  Ziehm.  M.D  . (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS.  1975-76 

APACHE:  Daniel  L.  Neel.  M.D  . President.  P.O.  Box  887.  Lake- 
side, 85929;  Robert  D.  Martin.  M.D..  Secy.,  Prof.  Plaza 
Bldg..  Pinetop.  85935. 

COCHISE:  John  C.  Conroy.  M.D..  President.  Copper  Queen 
Hospital.  Bisbee.  85603;  Pedro  Mora.  M.D..  Secy..  702 
Yuma  Trail,  Bisbee.  85603. 

COCONINO:  John  B Jamison.  M.D..  President.  1355  N.  Beaver. 
Flagstaff.  86001;  Joseph  H.  Reno.  M.D..  Secy.  P O.  Box  310. 
Flagstaff.  86001 

GILA:  Bert  Lambrecht.  M.D..  President.  Box  777.  Miami.  85539; 
David  B Gilbert.  M.D.  Secy..  P.O.  Box  1030.  Payson. 
85541. 

GRAHAM:  Dennis  Fless,  M.D..  President.  503  5th  Ave..  Safford. 
85546;  Laurence  R.  Mansur.  M.I)„  Secv..  2016  W.  16th  St.. 
Safford.  85546. 

GREENLEE:  Lyle  H.  Boyea,  M.D.,  President,  More  net  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan.  M.D..  Secy.,  Moreno 
Hospital.  85540. 

MARICOPA:  Walter  R Either.  M.D..  President;  Max  L Wertz. 
M.D..  Secy.  (Society  address;  2025  N.  Central  Ave.,  Phoenix. 
85004). 

MOHAVE.  Joseph  McAndrew.  M D . President.  P.O.  Box  1916. 
Lake  Havasu  City,  86403;  Earl  S.  Gilbert,  M.D..  Secy., 
Gen.  Hospital.  86401. 

NAVAJO:  Robert  J.  Haley.  III.  M.D..  President.  P.O.  Box  700. 
Holbrook.  86025;  Harry  Betkwith.  M.D.,  Secy.  F.ast  2nd  & 
Colorado  Ave.,  Winslow,  86047. 

PIMA:  James  L.  Parsons.  M.D..  President^  Stuart  W.  Westfall. 
M D..  Secy.  (Society  address:  2655  East  Adams  St..  Tucson 
85716. 


PINAL:  Paul  A.  Rosborough.  M.D.  President.  1195  \ Arizona 
Blvd..  Coolidge  85228;  Howard  Hvde.  M.D,  Secy.  1023 
F Florence  Blvd.,  Casa  Grande,  AZ  85222. 

SANT  A CRUZ:  ] S.  Gonzalez.  MI).  President.  P.O  Box  1209. 
Nogales.  85621:  Charles  S.  Smith.  MI)..  Sec  \ Box  1382, 
Nogales.  85621. 

YAVAPAI:  David  ( Duncan.  M.D  . President.  801  Millei  Valley 
Rd.,  Prescott.  86301:  John  J.  Houston.  M.D  . Sec  \ 542  N. 

Hassayampa  Dr..  Prescott.  86301. 

YUMA:  Diik  Frauenfelder,  M.D  . President.  2214  S Avenue  A . 
Yuma  85364;  FT  wood  I Schmidt.  MI).  Secv..  1812  8th 
Ave..  Yuma  85364. 


WOMAN  S AUXILIARY  TO  THE 
ARIZONA  MEDIC  AL  ASSOC  IATION  1975-76 

PRESIDENT  Mrs  Howard  W.  Kimball  (Ella) 

414  W Northview.  Phoenix  85021 

PRESIDENT-ELECT  Mrs.  George  L Hoffmann  (Julie) 

540  Mesa  Vista  Lane.  Mesa  85203 

1ST  VICE  PRESIDENT  Mrs.  Joseph  Reno  (Maude) 

621  W Beal  Rd..  Flagstaff  86001 

2ND  VICE  PRESIDENT  Mrs.  Arnold  Hollander  (Carol) 

75745  Sabino  Vista  Dr..  Tucson  85715 

RECORDING  SECY  Mrs  Albert  Asendorf  (Donna) 

502  E.  Claremont  St..  Phoenix  85012 

LREASURER  Mrs.  Thruman  Leonard  (Ann) 

2261  E.  Glenn,  Tucson  85719 

DIRECTOR  1974-76  Mrs.  Robert  Delph  (Grace) 

600  Robin  Lane.  No.  24.  Yuma  85364 

DIRECTOR  1975-76  Mrs.  Raymond  Vaaler  (Ann) 

3624  N.  54th  Court.  Phoenix  85018 

DIRECTOR  1975-77  Mrs.  Albert  Wagner  ( Helen ) 

3216  E.  Meadowbrook.  Phoenix  85018 

CHAPLAIN  Mrs  Sam  M.  Mackoff  (Selma) 

5343  N.  23rd  St.  Phoenix.  85016 

CORRESP.  SECY  Mrs.  Charles  kalil  (Ylma) 

1300  E.  Missouri.  Phoenix  85014 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Rd  , Prescott  86301 

PARLIAMENTARIAN  Mrs.  Lewis  S.  Winter  (Jean) 

1714  E.  Rose  Lane.  Phoenix  85016 

STANDING  AND  SPECIAL  COMMITTEES 

AMA-ERF  Mrs.  Earl  Gilbert  (Vicki) 

3010  Van  Martier  Court.  Kingman  86401 

BYLAWS.  PROCEDURES,  GUIDELINES  ......  Mrs  Paul  Jarrett  (Beverley) 

501  E.  Pasadena.  Phoenix.  85012 

COMMUNICATIONS  Mrs.  Lynn  Newman  (Joyce) 

4531  W,  Seldon  l-ane.  Glendale  85302 

COMMUNITY  HEALTH  Mrs.  Ciordan  Tekell  (Pat) 

1391  Gateway  Ave..  Yuma  85.364 

CONVENTION  Mrs  Ronald  Johnson  (Terry) 

532  W.  Northview.  Phoenix  85021 

FAMILY  HEALTH  Mrs  Edward  Bryne-Quin  (Ruth) 

7081  E.  Opatas  Place.  Tucson  85715 

FINANCE  Mrs.  John  Hayes  (Shirley) 

717  W El  Camino.  Phoenix  85021 

GEMS  Mrs.  Ronald  Kolker(Ruth) 

6211  C^amino  Almonte.  T ucson  85718 

HAMER  EDUCATION  LOAN  FUND Mrs.  William  Bishop  (Marion) 

211  W 3rd.  Globe  85501 

HEALT  H EDUCATION  Mrs.  Charles  C.  Hedges.  Jr..  (Dome) 

5227  E.  Fresno  Dr..  Phoenix  85018 

HEALTH  MANPOWER  Mrs  Luis  Ian  (Mary  Jo) 

3510  E.  Nita  Rd..  Paradise  Valley  85253 

HOSTESS  Mrs.  Rex  Vaubel 

117  W.  Glenn  Dr..  Ph<x*nix  85021 

INTERNATIONAL  HEALTH  Mrs.  J.  O.  Soderstrom  (Juanita) 

805  Prescott  Heights  Dr..  Prescott  86301 

LEGISLATION  Mrs.  John  A Ash  (Agnes) 

5818  N.  3rd.  Ave  . Phoenix  85013 

MEMBERSHIP  Mrs.  Joseph  Reno  (Maude) 

621  W.  Beal  Rd..  Flagstaff  86001 

PROGRAM  Mrs.  Arnod  Hollander  (Carol) 

7545  Sabino  Vista  Dr..  Tucson  85715 


ARIZONA  MEDICINE  769 


Dtedical  Center  K-^aif  and  Clinical  Xahratertf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D. , Consultant  Pathologist 


a STrucTureo  proGraM 

For  THE  P3T1ENT, 


Every  detail  for  the 

patient's  well-being 

is  carefully  planned 

x 

and  evaluated  in 

conjunction  with 

o 

his  personal  physician 

camelback  hospital 

5055  north  thirty-fourth  street 

phoenix,  arizona  85018 


• O 


A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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Allen’s  back 
in  the  “Theatre” 
business! 


Better  than  ever.  Like  its 
larger  companion,  the  “Music  Scene,"  Allen's 
new  system  420  "Theatre"  is  much  more 
than  just  a pretty  console. 
Actual  theatre  pipe  organ  tones 
are  programmed  into  its 
digital  computer  tone  generation. 
The  results  are  simply  great. 


Listen  to  Dwight  Beacham 
put  the  dazzling  Digital 
Computer  Organ  through 
its  paces.  Send  $2  ($3  out- 
side U.S.A.)  for  this  fine 
stereo  album,  then  sit  back 
and  be  amazed. 


ALLEN  PIANO  & ORGAN  CO. 

3409  West  Bethany  Home  Road,  Phoenix,  Ariz.  973-9666 

□ Send  free  literature. 

□ $2  enclosed.  Send  Beacham  record. 

Name 


Address . 


City. 


State. 


Zip 


PULMONARY  FUNCTION  DIAGNOSTIC 

SERVICES 

An  Outpatient  Pulmonary  Function  Laboratory  Facility 
under  direction  of  pulmonary  specialists 

offering : 

• SPIROMETRY  (routine) 

• SPIROMETRY  (before  and  after  bronchodilator  therapy) 

• LUNG  VOLUMES 

•ARTERIAL  BLOOD  GASES  (at  rest  and  treadmill  exercise) 

Studies  may  be  scheduled  by  calling:  257-9195 

Address:  Suite  A-8 

1130  East  McDowell  Road 
Phoenix,  Az.  85006 


Floyd  L. 
Templeton,  MD 
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Jack  E. 
Games,  MD 
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Jerome  F. 
Szymanski,  MD 
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Harris  D. 
Murley,  MD 
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Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX , ARIZONA  85018 
(602)  955-6200 


Paul  M. 

Bindelglas,  MD 


general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 
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YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


not  have  it 
laminated? 


it  will  last  a lifetime.... 

-r3“®  PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  SS251  • 
(602)  945-933R 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanch*  C.  lightowlar,  B.A. 

Mat  thaw  W.  Lightowlar 

P.O.B.  44,  Cortaro,  Aril. 


Emergency — our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 


(602)  254-7150 


A/RFVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 
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Quality  protection 

Association  approved  & recommendec 


1 .  These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 


2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances ...  a substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 


Charles  A.  deLeeuw  and  Assoc. 
3424  N.  Central  Ave. 

Phoenix,  Az.  85012 
248-8500 


Ronald  Deitrich 
2030  E.  Broadway,  Suite  9 
Tucson,  Az.  85719 
792-1020 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


FREE  RADIO  EQUIPPED  DELIVERY 

^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1 st  National  Bank 
Open  'til  10  p.m.  daily  — 9 p.m.  Sundays 


Classified 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


M 

-fi  \ -9l  j) 

Medical  Transcription 

\ For  Physicians  and 

Hospitals 

MULLEN 

MEDICAL  SERVICE,  INC. 

4445  North  36th  Street 
Phoenix,  Arizona  85018 

Telephone  (602)  955-0763 

Suce  ?920'* 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 
THE  ZSSSM  STORE 


IF  BUSY  CALL  2S1-1S73 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


COLLECTION  PROBLEMS? 

$1.50  per  account  including  postage  will  get 
your  delinquents  to  pay.  Statistical  data  ac- 
cumulated since  1967,  indicates  that  50%  of 
the  dollar  volume  you  are  now  turning  in  for 
collection  will  pay  with  American  Billing  Corp 
mailers.  Call:  265-4729  or  write  to  4014  N. 
7th  Street,  Phoenix,  AZ  85014. 


ARIZONA  MEDICINE  775 


SEEKING  LOCATION 

51  year  old,  board  certified  family  practicioner; 
limited  Arizona  license;  18  years  experience  in 
large  inner  city  solo  practice  in  the  Northeast 
intends  to  relocate  in  South  Western  Arizona 
and  would  like  to  join  group  practice  or  form 
association.  Contact:  R.  A.  Valatten,  M.D.,  346 
Roseville  Ave.,  Newark,  N.J.  07107. 


SEEKING  LOCATION 

Active  70  year  old  internist  wishes  employ- 
ment during  January,  February,  March.  Special 
interests  are  Thyroid,  Diabetes  and  Executive 
Type  Examination.  Contact:  Nelson  Taylor, 
M.D.,  722  Notre  Dame  Ave.,  Grosse  Pointe, 
Michigan  48230. 


FOR  SALE 

Three  Hamilton  Examination  Tables:  One  pink 
with  grey  leather-like  new-$595.00;  One 
blue  with  black  leather-like  new— $595. 00; 
One  walnut  with  brown  leather— good  condi- 
tion—$250.00.  Also  following:  Like  new  re- 
volving desk  chair;  Bird  IPPB;  three  Handi- 
Vent  IPPB  (new);  Walton  Exercycle  (new); 
miscellaneous  traction  devises;  support  gar- 
ments; elastic  hose;  misc.  sick  room  items. 
All  are  remains  of  closed  Surgical  Supply 
Store.  Will  deliver  anywhere  in  Arizona.  All  at 
less  than  new  wholesale  cost.  (602)  985-4191. 
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instructions  for  patients 


ARIZONA 


rTa=4»iiHi^i: 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and / or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
'mptoms,  she  is  a psychoneu- 
)tic  patient  with  severe 
ixiety.  But  according  to  the 
ascription  she  gives  of  her 
clings,  part  of  the  problem 
iay  sound  like  depression, 
his  is  because  her  problem, 
though  primarily  one  of  ex- 
lissive  anxiety,  is  often  accom- 
anied  by  depressive  symptoma- 
tology. Valium  (diazepam) 
in  provide  relief  for  both— as 
lie  excessive  anxiety  is  re- 
eved, the  depressive  symp- 
>ms  associated  with  it  are  also 
ften  relieved. 

There  are  other  advan- 
ces in  using  Valium  for  the 
lanagement  of  psychoneu- 
atic  anxiety  with  secondary 
epressive symptoms:  the 
sychotherapeutic  effect  of 
^alium  is  pronounced  and 
apid.  This  means  that  im- 
rovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


irveillance  because  of  their  predisposi- 
on  to  habituation  and  dependence.  In 
regnancy,  lactation  or  women  of  child- 
earing  age,  weigh  potential  benefit 
gainst  possible  hazard, 
recautions:  If  combined  with  other  psy- 
lotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
oyed;  drugs  such  as  phenothiazines, 
arcotics,  barbiturates,  MAO  inhibitors 
id  other  antidepressants  may  potentiate 
; action.  Usual  precautions  indicated  in 
atients  severely  depressed,  or  with  latent 
ipression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


\ Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley.  New  Jersey  07110 


Saffola  is  higher 
in  polyunsaturates  than 
Fleischmann’s,  Imperial  or  Mazola. 


Shouldn’t  that  difference 
make  a difference 
in  what  you  recommend? 


Your  patients  on  modified  fat 
diets  can’t  do  better  than  Saffola.  Of 
the  leading  margarines,  Saffola  is 
highest  in  polyunsaturates.  And  no 
other  margarine  is  lower  than  Saffola 
in  saturated  fats.  Because  Saffola 
contains  safflower  oil  — one  of  natures 
most  perfect  foods.  Safflower  oil  is 
higher  in  polyunsaturates  than  any 
vegetable  oil,  including  corn  oil. 

But  to  your  patients,  Saffola’s 
good  taste  is  just  as  important  as 
Saffola’s  nutrition. The  flavor  makes  it 


easier  for  a patient  to  follow  a low  cholesterol  diet. 

We  think  that  s why  Saffola  is  worth  recommending. 
To  be  sure  your  patients  are  eating  what's 
good  for  them,  and  enjoying  it. 

For  comparative  information  about 
the  nutritional  benefits  of  Saffola, 
write  Consumer  Products  Division, 
PVO  International  Inc., 

World  Trade  Center, 

San  Francisco,  94111. 


Saffola 
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When  you 
1 our  computer, 

it  talks  hack. 


That’s  right.  It  answers 
in  a clear,  human  voice.  And 
tells  you,  step  by  step,  exactly 
how  to  record  a customer 
account  transaction.  Repeats 
itself  to  assure  accuracy  Then 
gives  you  a total  balance  for 
final  verification. 

It’s  all  push-button 
easy,  because  it’s  all  done 
by  touch-tone  telephone. 

All  you  do  is  call  in  on  a 
special  Valley  Bank  number. 
And  have  a nice  little  chat 
with  our  talking  Accounts 
Management  computer. 

Something  else.  Imme- 
diately upon  cut-off  each 
month,  all  the  paper  work  is 
handled  automatically.  Item- 
ized customer  statements 
stuffed,  mailed  out.  Dupli- 


cates, recaps,  reports  sent 
to  you  promptly. 

So  if  you  average  over 
100  customer  statements  a 
month,  get  acquainted  with 
our  talking  computer.  We’ll 
introduce  you.  Just  call  us. 
In  Phoenix:  261-1666.  In 
Tucson:  792-7370. 


A touch-tone  phone  puts  you  in  touch. 


We  go  out  of  our  way  for  you. 
Valley  National  Bank 

More  than  150  offices  throughout  Arizona 
Deposits  insured  to  $40,000  by  Federal  Deposit  Insurance  Corporation 


Famous  Fighters 


NEOSPORIN  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 

neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Complete  literature  available  on  reguest  from  Professional  Services  Dept  PML 

Burroughs  Wellcome  Co. 

TA  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Each  gram  contains  Aerosporm'  brand  Polymyxin  8 Sulfate  5.000  units,  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base), 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets 

INDICATIONS:  Therapeutically  (as  an  adiunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary  due  to  susceptible  organisms,  as  in 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 
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Speed  up  our  payments  to  you. 


WHENEVER  CLAIMS  AREN’T 
SUBMITTED  PROMPTLY  AND 
CORRECTLY  BY  YOUR  STAFF, 
DELAYS  IN  PAYMENT  CAN 
BE  CONSIDERABLE. 

Help  yourself.  Ensure  your 
bookkeeping  system  is  geared 
to  prompt  and  accurate  claims 
filing.  We  invite  your  staff  to  schedule  a 
tour  and  open  house  at  our  office 
to  acquaint  them  with  our  claims 
forms  and  procedures.  And  any  time  they  have  a question 
or  suggestion,  encourage  them  to  call  your  Blue 
Shield  professional  relations  representative. 

Through  active  cooperation  we  can  strengthen 
the  good  things  that  make  us  the  leader. 


Blue  Shields 

of  Arizona 


©'Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic. Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema.  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications  Children  14  years  or  less, 
senile  patients;  history  or  symptoms  of  G I.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion; thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings  Age,  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug.  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination. Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions,  complete 
physical  examination  including  check  of  pa- 
tient s weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions  This  is  a potent  drug . its 
misuse  can  lead  to  serious  results  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention  agranulocytosis  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme, 
Stevens-Johnson  syndrome.  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug)  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug  impaired  renal  function,  cardiac  decom- 
pensation. hypertension  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata.  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions, giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement. 

(B)98-  146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information 

GEIGY  Pharmaceuticals 
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is  the  bananas 


Experts  agree:  when  it 
comes  to  good-tasting 
banana  flavor— without 
the  unpleasant  taste  of 
paregoric— the  makers 
of  Donnagel®-PG  really 
know  their  stuff! 


For  diarrhea 


Donnagel  with  paregoric  equivalent 

Each  30  cc.  contains: 

Kaolin  6.0  g. 

Pectin  142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0 0194  mg. 

Hyoscine 

hydrobromide  0.0065  mg 

Powdered  opium,  USP  24.0  mg 

(equivalent  to  paregoric  6 ml.) 

(warning  may  be  habit  forming)  - 

Sodium  benzoate  60.0  mg 

(preservative) 

Alcohol,  5% 

Now  with  child-proof  closure 
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A.H.  Robins  Company 
Richmond,  Virginia  23220 


Sobitussiri; 


RELIABLE  ROBITUSSINS  can  really  help  clear  the  respiratory 
tract.  All  contain  guaifenesin*  the  expectorant  that  works  system- 
ically  to  help  stimulate  the  output  of  lower  respiratory  tract  fluid, 
rhis  enhanced  flow  of  less  viscid  secretions  promotes  ciliary  action  and 
makes  thick,  inspissated  mucus  less  viscid  and  easier  to  raise. 

t formerly  named  Glyceryl  Guaiacolate 


For  productive  and  unproductive  coughs 

ROBITUSSir 

Each  5 ml  teaspoonful  contains 

Guaifenesin,  NF 1 00  mg 

Alcohol.  3.5% 

For  severe  coughs 

ROBITUSSIN  fl-C  <2 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF 100  mg 

Codeine  Phosphate,  USP 10.0  mg 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hr.  cough  control 

ROBITUSSIN-DIT 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

ROBITUSSIN-Pr 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 1 00  mg 

Pseudoephedrine**  Flydrochloride,  NF  30  mg 

Alcohol,  1 4% 


‘‘Formerly  contained  Phenylephrine  Hydrochloride  1 0 mg 

Decongestant  action  helps  control  cough  and 
clear  stuffy  nose  and  sinuses.  Non  narcotic. 


ROBITUSSIN-CP 

Each  5 ml  teaspoonful  contains: 

Guaifenesin.  NF 50  mg 

Phenylpropanolamine  Hydrochloride.  NF.  12.5  mg 

Dextromethorphan  Hydrobromide,  NF  1 0 mg 

Alcohol,  1 .4% 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 1 00  mg 

Dextromethorphan  Hydrobromide,  NF  1 5 mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


A.  H 


Robins  Company,  Richmond,  Va.  23220 
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For  many  years  Robins  has  spotlighted  the  expectorant  action  of  the  Robitussin  cough  formulations  by  featuring 
action  photographs  of  steam  engines.  In  keeping  with  this  tradition,  the  company  recently  commissioned  a well-known 
illustrator  to  render  full-color  drawings  of  several  classic  locomotives. . . accurate  to  the  minutest  detail.  The  first  of  the 
series  is  now  available.  To  order  your  print  suitable  for  framing,  write  “Robitussin  Clear-Tract  Engine  # 1”  on  your  Rx  pad 
and  mail  to  “Vintage  Locomotives,’  Dept.  T4,  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220. 
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Most  of  the  retirement  dollars  you  will  need  for  tomorrow  must 
come  from  dollars  you  invest  today.  Only  a life  insurance  company 
can  provide  — through  an  annuity  — a guaranteed  income  for  as 
long  as  you,  or  you  and  your  wife  live.  Other  options  include 
guaranteed  income  for  a definite  number  of  years,  or  a specific 
amount  each  year  for  as  long  as  the  proceeds  and  interest  last. 

In  addition  to  the  great  flexibility  of  annuities,  they  may  also  provide: 

• Attractive  investment  return 

• Tax-sheltered  treatment  of  deposits 

• Guarantees  in  case  of  death  prior  to  retirement 

• Maximum  retirement  income 

• Emergency  funds 

Learn  more  about  annuities  and  about  HBA  Life — an  Arizona  Com- 
pany that  has  worked  closely  with  the  medical  profession  for  over 
30  years.  Call  or  write  us.  No  obligation. 
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1337  N.  FIRST  ST.  (P.O.  BOX  1272),  PHOENIX,  AZ  85001  (602)  258-4-885 


Join  (he 

ARIZONA  MEDICAL  ASSOCIATION,  INC. 

Soulh  Pacific 
Adventure. 


DEPARTING  PHOENIX  ON  JANUARY 
$1398.00 

Come  with  us  this  winter  to 
New  Zealand . . . Australia . . . Tahiti. 

It’s  summer  Down  Under! 

Our  two-week  South  Pacific  Adventure  includes: 

• Direct  flights  via  chartered  World  Airways  jets 

• Deluxe  hotels  in  each  city 

• Complete  American  breakfasts  at  your  hotel 

• Gourmet  dinners  at  a selection 
of  the  finest  restaurants 

• Travel  Director  and  five 
hosts  always  available  to 
assist  you 

• Optional  sightseeing 
excursions  each  day 

• Plenty  of  time  for  shopping 

• Travel  arrangements  by  INTRAV 

All  this  can  be  yours  for  much 
less  than  the  round-trip  regular 
airfare.  It's  a value  you  can’t 
match  anywhere. 

Space  is  limited.  In  order  to 
confirm  your  reservations,  complete 
the  coupon  and  mail  it  today! 


29,  1976 


A Non-Regimented  INTRAV  Deluxe  Adventure 

SEND  TO:  Arizona  Medical  Association,  Inc. 

810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 


Enclosed  is  my  check  for  $_ 


made  payable 


to  Manchester  Bank  Trust  Account— S.  P. 
Adventure.  ($100  per  person  as  deposit) 

NAME 


ADDRESS 
CITY 


STATE 
ZIP 


PHONE . 
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Keflex 

cephalexin 


Additional  information  available  to  the  prof ession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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LIVING  WITH  YOUR  ARTIFICIAL 
HEART  VALVE:  INSTRUCTION 
FOR  PATIENTS 

GORDON  A.  EWY,  M.D.* 

BRACK  G.  HATTLER,  M.D.,  Ph.D. 

FRANK  I.  MARCUS,  M.D. 

ROBERT  M.  ANDERSON,  M.D. 

BERTRON  M.  GROVES,  M.D. 

Since  there  are  increasing  numbers  of 
patients  with  artificial  heart  valves,  this  manu- 
script in  the  form  of  a brochure  will  help  each 
patient  better  understand  his  or  her  problem. 

ABSTRACT 

The  most  common  complications  in  patients 
with  prosthetic  heart  valves  are  those  related  to 
thrombosis,  hemorrhage,  and  infection.  These 
can  usually  be  prevented  if  the  patient  is  aware  of 
these  potential  complications  and  the  appropri- 
ate means  of  preventing  them.  To  help  with  the 
critically  important  task  of  patient,  family  and 
health  care  team  education,  a patient  brochure 
was  developed.  It  is  presented  here  in  hopes  that 
other  institutions  will  use  and/or  modify  it  to 
help  it  in  the  care  of  patients  with  prosthetic 
heart  valves. 

The  most  common  complications  in  patients 
with  prosthetic  heart  valves  are  those  related  to 
thrombosis,  hemorrhage,  and  infection.  If  anti- 
coagulation is  inadequate,  thrombus  forms  on 
the  prosthesis  and  systemic  emboli  may  occur. 
Yet  severe  and  even  fatal  episodes  occur  in 
patients  on  Coumadin  anticoagulation  because 
of  excessive  dosage,  drug  interactions,  or  because 
of  intramuscular  injections.  Dental  procedures, 
including  cleaning  and  filling  of  teeth,  as  well  as 
extractions,  are  the  most  common  cause  of 
bacteremia.  Other  diagnostic  procedures  which 
produce  bacteremia  include  bronchoscopy,  sig- 
moidsocopy  and  prostatic  massage.  Surgical 
procedures  involving  the  genital  and  urinary 
systems,  including  normal  labor  and  delivery, 
are  known  to  produce  bacteremia. 

These  problems  can  be  prevented  if  the  patient 
and  his  physicians  are  fully  aware  of  these 

From  (he  Section  of  Cardiology.  Department  of  Internal  Medicine 
and  (he  Section  ol  Cardiovascular  Surgery,  Department  ol  Surgery. 
University  ol  Arizona  College  of  Medicine,  Tucson.  Arizona  8572-1. 
•Di  Kwy  is  a Teaching  Scholar  ol  the  American  Heart  Association. 


potential  complications  and  the  appropriate 
mean  of  preventing  them.  The  initial  require- 
ment is  patient  and  family  education.  Lack  of 
understanding  or  failure  of  follow  through  by 
the  patient  and  family,  for  whatever  reason,  can 
negate  the  skill  and  effort  required  for  preopera- 
tive diagnosis,  operation,  and  postoperative 
care.1 
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To  help  with  patient,  family,  student,  nurse, 
and  physician  education  we  have  developed  a 
brochure  (Figure  1)  which  details  the  following: 
1)  specific  instructions  to  the  patient,  2)  lists  the 
common  drugs  causing  adverse  interactions  w’ith 
Coumadin,2  3)  lists  all  nonprescription  drugs 
containing  aspirin,3  and  4)  has  a detachable  page 
listing  specific  recommendations  for  oral  anti- 
biotic pophylaxis  for  dental  procedures.4  5 This 
brochure  is  available  in  English  and  Spanish. 

We  are  sure  that  this  brochure  can  be  improved 
and  solicit  suggestions  for  modification.  We 
have  not,  for  example,  included  suggestions  for 
drugs  other  than  warfarin  for  the  control  of 
thromboembloic  complications  of  cardiac  valve 
replacement.6  We  present  it  here  in  hopes  that 
other  institutions  will  feel  free  to  use  the  entire 
brochure,  or  any  portion  of  it,  to  reduce  the 
postoperative  complications  of  embolism,  hem- 
orage,  and  endocarditis  in  patients  with  pro- 
sthetic heart  valves.  Copies  will  be  sent  upon 
request. 
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LIVING  WITH  YOUR  ARTIFICIAL  HEART 
VALVE:  INSTRUCTIONS  FOR  PATIENTS 

There  are  certain  precautions  necessary  when 
one  has  a prosthetic  heart  valve. 

Prevention  of  blood  clot  formation  on  prosthetic 
valves. 

The  term  used  to  describe  this  process  is 
anticoagulation.  The  medicine  used  to  achieve 
anticoagulation  is  Coumadin.  The  dose  of  this 
medicine  has  to  be  adjusted  according  to  the 
prothrombin  time  (pro-time).  The  pro-time  is 
determined  from  samples  of  your  blood  taken 
frequently  until  the  pro-time  is  in  a proper  range 
and  varies  little  from  one  test  to  the  other.  The 
intervals  required  for  these  blood  tests  will  be 
increased  to  weeks,  and  finally  to  monthly 
intervals.  Prothrombin  times,  thereafter,  should 
be  checked  regularly  at  4 to  6 week  intervals. 

There  are  several  drugs  that  interact  with 
Coumadin.  Some  of  these  drugs  will  reverse  the 
effect  of  Coumadin  with  the  hazard  that  the 
blood  clot  will  form  on  the  artificial  valve.  On 
the  other  hand,  some  medicines  will  interact 
with  Coumadin  to  prevent  the  blood  from 
clotting.  This  will  have  the  potential  hazard  of 
causing  easy  bruising,  or  even  internal  bleeding. 
Therefore,  you  should  not  take  a drug  or 
discontinue  a drug  that  is  prescribed  for  you 
without  consultation  with  your  physician. 
Aspirin  is  a drug  that  can  interact  with 
Coumadin  to  cause  bleeding.  Therefore,  do  not 
take  aspirin.  Tylenol  should  be  used  for  minor 
aches  and  pains  in  place  of  aspirin  and  does  not 
interfere  with  Coumadin  effect.  A partial  list  of 
drugs  that  interact  with  Coumadin  are  as 
follows: 

Allopurinol  (Zyloprim) 

Anabolic-Androgenic  Steroids  (Testosterone) 

Antibiotics,  oral.  Mainly  Chloramphenicol 
(Chloromycetin)  Chlortetracycline  and 
Neomycin 
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Barbiturates 
Chlofibrate  (atromid-S) 

Oral  Contraceptives 
Glutethimide  (Doridin) 

Griseofulvin  (Fulvicin-U/F;  and  others) 
Pheynylbutisone  (Butazolidin;  Azolid)  and 
Oxyphenylbutazone  (Tandearil;  oxalid) 
Quinidine  and  Quinine 
Sulfonamides,  long  acting 
Thyroid  hormones 
Vitamins  K and  E 

Salicylates  including  aspirin  and  drugs 
containing  aspirin 

The  following  is  a list  of  drugs  that  can  be 
obtained  without  prescription  that  contain 
aspirin.  These  should  not  be  used. 


ACA  Caps  & No.  2 

ACD 

Acetonyl 

Aidant 

Aidant  c gelsemium 
Alka  Seltzer 
Aluprin 
Anacin 

Anexsia  c codeine 
Anodynos 

Ansemco  No.  1 8c  2 
APC 

Aphodyne 
Arthra-Zene  caps 
ASA 

Asa  compound 
Asalco  No.  1 8c  2 
Ascaphen 

Ascaphen  compound 

As-Ca-phen 

Ascriptin 

Aspergum 

Asphac-G 

Asphencaf 

Asphyte 

Aspirbar 

Aspir-C 

Aspireze 

Aspirin  (USP) 

Aspirin  aluminum 

Aspirin  children’s 

Aspirin  Supprettes 

Aspirjen  Jr  Tabs 

Aspirocal 

Aspir-phen 

Aspodyne 


Babylove 

Ban-O-Pain 

Bayer 

Bayer  children’s 

Bayer  timed-release 

BiAct  cold  tabs 

Buff-A 

Buffacetin 

Buffadyne 

Bufferin 

Bufferine  arthritis 
strength 
Buffinol 

Calurin 

Cama  Inlay 

Capron 

Cheracol  caps 

Cirin 

Coldate 

Col  rex 

Congesprin 

Cope 

Corocidin 

Coricidin  “D” 

Coricidin  Demilets 

Coricidin  Medilets 

Co-ryd 

Counter  Pain 
Covangesic 

Dasikon 

Defencin 

Dolcin 

Dolor 


Dristan  Tab 

Duradyne 

Duragesic 

Ecotrin 
Empirin 
Emprazil 
Excedrin 
Excedrin  PM 

Fizrin 

Formasal  caps  8c  tabs 
4-Way  cold  tabs 

Haysma 
Henasphen 
Histadyl  8c  ASA 
compound 
Hypan 

Liquiprir. 

Marnal  tab  8c  cap 
Measurin 
Midol 
Mon  ace  t 

Multihist  8c  APC  caps 

Novahistine  c APC 

Opacedrin 

Opasal 

Pabirin 

PAC  c Cyclopal 

Pedidyne 

Pentagesic 


Pentagill 

Percodan-Demi 

Persistin 

Phenaphen 

Phencasal 

Phencaset  improved 

Phenodyne 

Phensal 

Pirseal 

Ponodyne 

Pyrasal 

Pyrhist  Cold 

Pyrroxate 

Quiet  World 

Rhinex 

Ryd 

Sal-Aceto 
Saleto 
Sal-Fayne 
Sine-Aid 
Soltice  cold  tabs 
Spirin  Buffered 
Stanback 
St. Joseph 

St.  Joseph  for  Children 
Supac 

Super-Anahist 

Thephorin-AC 

Toloxidyne 

Triaminicin 

Trigesic 

Triocin 

Vanquish 


Again  this  is  a partial  list  and  you  should 
check  with  your  physician  before  taking  either 
nonprescription  or  prescription  medicines. 

Bacterial  Infection 

Patients  who  have  an  artificial  valve  have  a 
greater  chance  of  infection  on  this  valve  than 
individuals  who  have  their  normal  valve.  You 
can  do  the  following  to  prevent  infection  on  your 
valve.  The  most  common  source  of  infection  is 
from  germs  in  the  mouth  which  enter  the  blood 
stream  during  dental  work.  Antibiotics  given 
before  dental  work  generally  prevent  infection. 
Therefore,  dental  work  (cleaning,  filling,  and/or 
extraction)  should  not  be  done  without  your 


receiving  antibiotics.  The  antibiotics  should  be 
given  in  the  form  of  medicine  that  you  take  by 
mouth.  You  should  not  receive  injections  (see 
below).  The  attached  sheet  describes  the  anti- 
biotics that  may  be  prescribed  for  you  by  your 
physician.  Please  consult  your  physician  for  the 
correct  antibiotics. 

In  addition  to  dental  work,  diagnostic  pro- 
cedures such  as  bronchoscopy  or  sigmoidoscopy 
may  result  in  transient  infection  in  the  blood. 
Other  procedures  which  require  antibiotic  pro- 
phylaxis includes  normal  labor  and  delivery, 
prostatic  operations  and  operations  on  the 
cervic,  uterus  or  vagina. 

Intramuscular  Injections 

Intramuscular  injections  should  not  be  given 
when  you  are  taking  anticoagulants  since  this 
may  cause  bleeding  deep  in  the  muscles. 

Special  Recommendations: 


Signed 


Dear  Doctor, 

has  a 

prosthetic  heart  valve  and  needs  prophylactic 
antibiotics  prior  to  dental  or  surgical  procedures. 
Since  he/she  is  also  on  anticoagulants,  the 
antibiotic  should  not  be  given  intramuscularly. 

Suggested  Prophylaxis  for  Dental  Procedures  in 
Patients  who  Cannot  have  Intramuscular  In- 
jections. 

500  mg.  pf  Penicillin  V one  hour  prior  to 
procedure  and  then  250  mg.  every  6 hours  for  the 
next  24  hours  and  for  two  days  following  the 
procedure.  If  you  are  allergic  to  penicillin,  or  if 
you  are  taking  oral  penicillin  for  rheumatic  fever 
prophylaxis:  Erythromycin,  500  mg.  2 hours 
before  the  procedure  and  then  250  mg.  every  6 
hours  for  the  remainder  to  that  day  and  for  the 
two  days  following  the  procedure.  A third 
alternative  is  Clindamycin  (Cleocin),  300  mg. 
two  hours  before  the  procedure  and  150  mg. 
every  6 hours  for  the  remainder  of  that  day  and 
for  the  two  days  following  the  procedure. 

References: 

1.  Monograph:  Prevention  of  Bacterial  Endo- 
carditis. American  Heart  Association,  Revised 
1972. 

2.  Slaughter,  L.  et  al.,  Circulation  47:1319,  1973. 
M . D. 
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SUBCUTANEOUS  MASTECTOMY 
WITH  PROSTHETIC  RECONSTRUCTION 


JEAN  PIERRE  ANGELCHIK,  M.D. 
RICHARD  H.  WOHL,  M.D. 


With  the  Present  availability  of  improved 
mammary  prostheses  of  well  tolerated  allo- 
plastic  materials,  the  subcutaneous  mastectomy, 
for  treatment  of  fibrocystic  disease  and  other 
diffuse  nonmalignant  diseases  of  the  breast,  has 
come  of  age. 

Indications  for  the  procedure  are:  patients 
who  have  had  multiple  biopsies  of  the  breast, 
recurrent  fibroadenomas  of  the  breast  and  other 
nonmalignant  diseases  requiring  multiple 
biopsies  or  excisions,  each  involving  hospital- 
ization and  postoperative  recovery.  Other 
indications  include  pain  associated  with  severe 
fibrocystic  disease,  cancerophobia  in  the  patient 
with  multiple  biopsies  and  recurrent  nodu- 
larities, intraductal  papillomatosis,  particularly 
with  persistent  drainage  and  bleeding,  and  a 
strong  family  history  of  breast  carcinoma  with 
recurrent  nodules.5  6 7 11  (Fig.  I) 

We  have  performed  ten  implants  at  the  time 
of  breast  excision,  and  thirty  secondary  re- 
constructions in  which  the  implants  were 
placed  at  a second  stage  following  previous 
subcutaneous  mastectomy. 


From:  1728  W.  Glendale  Ave.,  Phoenix,  AZ  85021  (I)r.  Angelchik), 
2218  N.  3rd  Si.,  Phoenix.  AZ  85004  (Dr.  Wohl).  Reprint  requests  to 
Dr.  Angelchik. 


METHOD 

Through  an  inframammary  incision  measur- 
ing approximately  three  inches  in  length  the 
breast  tissue  is  dissected  from  the  fascia  of  the 
pectoralis  muscle.  The  breast  tissue  is  then 
dissected  free  of  the  skin  flap  by  a careful 
dissection,  leaving  skin  and  subcutaneous  tissue 

INDICATIONS  FOR 

BILATERAL  SUBCUTANEOUS  MASTECTOMIES 

1.  Multiple  biopsies  of  the  breast  (fibrocystic 
disease  in  most  cases). 

2.  Recurrent  fibroadenomas  of  the  breast 
and  other  nonmalignant  diseases  requiring 
multiple  biopsies  or  excisions. 

3.  Pain  associated  with  severe  fibrocystic 
disease. 

4.  Cancerophobia  on  the  patient  with  multiple 
biopsies  and  recurrent  nodularities. 

5.  Intraductal  papillomatosis  with  persistent 
drainage. 

6.  A strong  family  history  of  cancer  of  the 
breast  with  recurrent  nodules. 

7 Cystosarcoma  Phylloides 

Figure  1 
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of  four  to  five  millimeters  thickness,  avoiding 
injury  to  the  subdermal  plexus  of  vessels.  Care  is 
taken  to  remove  all  remnants  of  breast  tissue 
with  the  exception  of  a thin  disc  of  ductal  tissue 
left  beneath  the  nipple  and  areola  in  order  to 
insure  the  viability  of  those  structures.  Particular 
care  must  be  used  in  removing  all  remnants  of 


Infra  Mammary  Incision 

Figure  2 


Figure  3 


breast  tissue  at  the  periphery  of  the  dissection 
and  the  axillary  tail  of  the  breast.  (Fig.  2,  3,  and 
4).  Hemostasis  is  obtained  in  most  cases  with 
electrocautery,  and  with  occasional  ligatures, 
particularly  at  the  level  of  the  axillary  feeding 
vessels  and  perforating  vessels  from  the  internal 
mammary  system.  A lighted  fiberoptic  retractor 
has  been  of  great  help  in  obtaining  accurate 
hemostasis.  In  the  cases  in  which  implantation  is 
delayed  until  the  second  stage,  large  suction 
catheters  brought  out  through  lateral  stab 
wounds  are  used  for  drainage,  and  left  in  place 
for  twenty  four  to  forty  eight  hours.  A full  chest 
circumferential  dressing  with  gentle  compress- 
ion is  applied.  At  the  present  time,  we  have 
discontinued  performing  implants  at  the  time  of 
breast  excision,  and  we  now  place  the  implants 
two  to  three  weeks  following  the  excisional 
stage,  assuming  that  adequate  circulation  and 
recovery  of  the  skin  flap  has  been  evaluated  and 
approved.  We  have  found  the  new  style,  seam- 
less, round,  low  profile  prostheses  filled  with  low 
viscosity  gel  to  be  the  most  satisfactory  for 
prosthetic  replacement.  (Fig.  5) 


Figure  5 

FROZEN  SECTIONS 

After  thorough  examination  of  the  gross 
specimen  multiple  microscopic  frozen  sections 
are  performed  at  the  time  of  each  excision  to  rule 
out  the  presence  of  malignant  disease.  Some 
authors  have  reported  the  occurrence  of  occult 
carcinoma  of  the  breast  in  several  cases  of  severe 
fibrocystic  disease,  Although  this  has  not  been 
the  case  in  our  own  experience.1  11 

DISCUSSION 

Our  patients  have  ranged  in  age  from  twenty- 
two  to  forty-nine  years  of  age.  The  indications 
have  included  those  mentioned  above,  although 
in  our  cases  most  of  our  patients  have  repre- 
sented problems  of  severe  fibrocystic  disease  with 
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multiple  biopsies,  most  with  significant  pain. 
After  evaluating  various  intervals  between  stages 
of  excision  and  implantation,  we  have  found 
that  a delay  of  two  to  three  weeks  allows  the  best 
compromise  affording  both  easy  redissection  of 
the  flap  and  a healthy,  viable  skin  flap  that  has 
been  surgically  "delayed  . We  feel  that  there  is  a 
further  advantage  to  a two  stage  procedure  in 
that  the  prostheses  are  largely  positioned  by  the 
size  and  location  of  the  pocket  as  dissected,  and 
this  factor  cannot  be  controlled  if  the  implants 
are  placed  at  the  time  of  breast  excision. 

RESULTS 

Forty  patients  underwent  surgery,  ten  of  which 
had  prosthetic  implants  at  the  time  of  adenec- 
tomy.  Of  the  ten  primary  implants,  four  of  the 
patients  suffered  significant  postoperative  comp- 
lications. Three  of  these  developed  skin  necrosis 
at  varying  intervals.  One  patient  appeared  to 
have  progressed  satisfactorily  for  approximately 
forty-eight  hours  and  then  developed  what 
appeared  to  be  thrombosis  of  the  dermal  vessels 
in  the  area  of  the  nipples  and  areola  on  both 
sides,  ultimately  necessitating  removal  of  the 
prostheses.  A second  patient  developed  an  area  of 
thinning  of  the  skin  overlying  the  prostheses 
with  eventual  late  exposure,  necessitating  re- 
moval of  a prosthesis  on  one  side.  That  patient 
subsequently  underwent  subpectoral  placement 
of  both  prostheses  with  a good  result.  A third 
patient  did  well  postoperatively  for  slightly  more 
than  two  months,  when  from  an  unknown  cause, 
while  in  another  part  of  the  country,  she 
developed  a small  blister  and  area  of  progressive 
necrosis  below  the  areola  of  one  breast  eventually 
requiring  removal  of  the  prosthesis.  She  sub- 
sequently underwent  replacement  of  this  pros- 
thesis with  satisfactory  result  except  for  some 
increased  scarring  in  the  area  of  skin  necrosis. 
The  fourth  complication  in  the  primary  im- 
plantation group  required  a late  revision  of  her 
breasts  one  and  one-half  years  after  her  initial 
surgery  to  correct  firmness  caused  by  fibrous 
encapsulation  of  the  prosthesis.  Following  this 
late  revision  she  developed  an  area  of  delayed 
healing  of  her  incision  with  a chronic  draining 
sinus  on  one  side,  requiring  temporary  removal 
of  that  prosthesis. 

Of  the  thirty  patients  who  underwent  staged 
operation  with  secondary  prosthetic  replace- 
ments, all  healed  primarily.  One  patient  develop- 
ed an  early  postoperative  hematoma  after  pro- 


sthetic implant,  also  requiring  operative 
drainage.  Both  of  these  patients  had  an  otherwise 
successful  recovery.  There  were  no  incidents  of 
infection  or  skin  necrosis  in  any  of  the  group 
with  staged  implantation. 

Fibrous  encapsulation  of  the  prosthesis  has 
been  a significant  problem  in  both  groups  of 
patients.  Four  of  ten  (forty  percent)  of  the  group 
of  patients  undergoing  one  stage  adenectomy 
and  implantation  developed  capsular  contrac- 
ture, one  requiring  reoperation  to  correct  this 
condition.  Eleven  out  of  thirty  (thirty  six 
percent)  of  the  group  undergoing  staged  excision 
and  implantation  developed  significant  fibrous 
contracture  resulting  in  a breast  with  increased 
firmness.  Three  of  these  patients  required  re- 
quired reoperation  consisting  of  incision  or 
partial  excision  of  the  fibrous  capsule  and 
instillation  of  a suspension  of  corticoid  steriods. 
In  an  attempt  to  decrease  the  incidence  of 
postoperative  hardening  due  to  fibrous  tissue 
contracture  surrounding  the  prostheses  we  are 
studying  the  possible  advantage  of  instillation  of 
corticoid  steroid  suspension  at  the  time  of  initial 
prosthetic  implantation.12  (Fig.  6,  7,  6a  and  7a) 


Figure  6a 


796  OCTOBER  1975  • XXXII  • 10 


CONCLUSIONS 


It  is  our  feeling  after  critical  review  of  our  own 
cases  and  the  literature  that  with  a radical  and 
meticulous  removal  of  all  breast  tissue  except  for 
a small  disc  underlying  the  nipple  and  areola, 
the  ultimate  results  of  subcutaneous  mastectomy 
are  better  and  the  complication  rate  greatly 
lowered  by  performing  the  surgery  in  two  stages. 
We  have  found  that  a delay  of  approximately  two 
to  three  weeks  between  stages  to  be  optimum. 
Patients  must,  of  course,  be  informed  of  the 
possibility  of  carcinoma  being  found  on  the 
frozen  section,  and  the  necessity  for  appropriate 
surgery  at  that  time.  In  addition,  because  this 
procedure  does  not  totally  remove  every  remnant 
of  breast  tissue,  we  believe  that  the  patient  must 
be  informed  that  the  possibility  of  future  breast 
disease,  malignant  or  nonmalignant,  is  not 
totally  obviated,  although  it  is  surely  greatly 
reduced. 

Although  subcutaneous  mastectomy  with  sub- 
sequent reconstruction  is  not  a procedure  to  be 
entered  into  lightly,  neither  should  patients  be 
subjected  to  the  prolonged  physical,  financial, 
and  psychological  trauma  of  endless  biopsies, 


which  in  addition  to  the  aforementioned  disad- 
vantages makes  the  excisional  and  reconstructive 
surgery  more  difficult,  and  the  final  result  less 
acceptable  cosmetically. 

SUMMARY 

Forty  cases  of  bilateral  subcutaneous  mastect- 
omy with  prosthetic  reconstruction  are  presented 
of  which  ten  were  performed  with  primary  and 
immediate  reconstruction  of  the  breasts  and 
thirty  with  staged  insertion  of  the  implants.  In 
the  opinion  of  the  authors  the  staged  recon- 
struction is  better  from  the  point  of  view  of 
survival  of  the  flaps  when  an  adequate  mastect- 
omy is  performed.  The  surgical  technique  and 
types  of  prostheses  used  are  described  with 
photographs  and  diagrams,  and  postoperative 
results  and  problems  are  described.  It  is  felt  that 
this  procedure  is  a valuable  alternative  to  offer 
patients  that  have  been  subjected  to  multiple 
breast  biopsies,  for  patients  with  painful  breasts 
due  to  extensive  fibrocystic  disease,  for  individu- 
als with  cancerophobia  and  recurrent  nodulari- 
ties, and  intraductal  papillomatosis  with 
persistent  nipple  drainage  or  bleeding.  It  is  the 
authors  conclusion  that  excision  followed  by 
delayed  prosthetic  reconstruction  produces  the 
lowest  incidence  of  complications. 

We  would  like  to  acknow  ledge  the  help  of  Mr. 
Thomas  Uithoven  from  the  Medical  Illustrations 
Department  of  Phoenix  Baptist  Hospital. 
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MEDICAL  COMPLICATIONS 
FOLLOWING  INTRAVENOUS  HEROIN 


BRENDAN  D.  THOMSON,  M.D. 


In  addition  to  the  expected  symptoms  of 
overdose,  heroin  usage  can  result  in  problem 
disorders  of  any  organ  systems  of  the  body. 
The  following  is  a review  of  the  various 
complications  of  heroin  usage  encountered  in 
69  hospitalized  patients.  Because  of  the 
prevalence  of  heroin  abuse  in  our  society,  it  is 
important  for  the  practicing  physician  to 
become  familiar  with  these  possibilities. 


May  1971  to  December  1974.  This  included 
patients  who  were  admitted  to  the  medical, 
surgical,  and  obstetric  services.  Patients  who 
were  seen  only  in  the  Emergency  Room  and  who 
were  not  admitted,  as  well  as  patients  who  had  a 
history  of  drug  abuse  but  who  had  not  used 
heroin  within  the  two  weeks  prior  to  admission 
were  not  included. 

Results 

Table  1 lists  the  causes  for  admission  in  sixty- 
eight  patients  who  met  the  study  criteria.  In 
several  patients  there  was  more  than  one  cause. 
Some  of  these  causes  deserve  further  elaboration. 


There  has  been  a significant  increase  in  the  use 
of  illicit  drugs,  especially  heroin,  locally  and  in 
the  United  States  over  the  past  few  years.  The 
numerous  complications  of  intravenous  heroin 
have  previously  been  reviewed1'6  and  the  import- 
ance of  such  life-threatening  diseases  as  bacterial 
endocarditis  have  been  emphasized.7  The  pur- 
pose of  this  paper  is  to  focus  in  on  those 
complications  which  are  most  prevalent  here  in 
Arizona  and  to  note  the  changing  pattern  of  drug 
abuse  sequelae.  Mention  is  also  made  of  fever 
and  leukocytosis  following  intravenous  heroin 
without  serious  sequelae. 

Patients  and  Methods 

The  charts  reviewed  included  all  patients  who 
had  received  an  intravenous  dose  of  heroin 
within  the  two  weeks  prior  to  admission  and 
who  were  subsequently  admitted  to  either  Pima 
County  Hospital  or  to  the  University  of  Arizona 
Hospital  in  the  forty-three  month  period  from 


Table  I 

80  Diagnoses  in  69  Cases  of  Heroin  Overdose 
Diagnosis 


Fever  and  abnormal  white  blood  cell  response  1 1 

Observation  for  decreased  respirations  12 

Pulmonary  Complications 

Adult  Respiratory  Distress  Syndrome  (I  death)  17 

Bronchitis  4 

Embolic  pneumonia  1 

Pneumonia  2 


Hepatitis 

Skin  Complications 
Abscesses 

Impetigo  with  sepsis 
Cellulitis 

Heroin  Withdrawal 

Delivery 
Spontaneous 
Dead  fetus 

Others 

Viral  syndrome 
Urinary  tract  infection 
Thrombocytopenia 

Chronic  brain  syndrome,  cerebral  atrophy 
Crush  syndrome 


4 

3 

1 

3 

3 

8 

1 

1 


2 

1 

1 


4 


From:  Pulmonary  Section,  Good  Samaritan  Hospital,  Phoenix.  AZ. 
(Reprint  requests  to  Dr.  Thomson) 


Total  Diagnoses  80 
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DISCUSSION 

Adult  Respiratory  Distress  Syndrome  (ARDS) 

Heroin  induced  pulmonary  edema,  which  is  a 
subgroup  of  the  Adult  Respiratory  Distress 
Syndrome8  9 was  present  in  seventeen  cases.  In  all 
there  was  a definite  history  or  physical  finding  of 
coma  and  respiratory  depression.  In  general,  this 
group  had  elevated  white  blood  counts  (12)  hut 
normal  or  low  temperatures  (15).  In  two  patients 
the  temperatures  were  mildly  elevated  to  38.2  and 
in  one  of  these  a localized  pneumonia  was  also 
present  subsequently.  All  patients  in  this  group 
had  pulmonary  edema  without  cardiomegaly  on 
chest  X-ray  and  a low  p02  on  blood  gases  when 
the  latter  was  performed.  Of  note  is  the  fact  that 
only  one  patient  died  as  a result  of  pulmonary 
complications.  The  low  mortality  probably 
being  explained  by  the  increased  awareness  of 
the  existence  and  treatment  of  this  entity  over  the 
past  few  years.  The  development  of  pulmonary 
edema  in  these  patients  has  been  explained  as 
being  due  to  the  CNS  effect  of  hypoxia  and  not  to 
a primary  process  in  the  lung  itself.10 
Crush  Syndrome 

Four  patients  presented  with  respiratory  de- 
pression, coma,  and  marked  elevations  of  serum 
SGOT  and  CPK  as  high  as  values  of  1275  and 
39,000  respectively.  One  of  these  four  died  from 
pulmonary  complications.  Another  developed 
acute  renal  failure  requiring  hemodialysis.  A 
third  had  a transient  elevation  of  BUN  and  the 
fourth  had  no  evidence  of  renal  compromise. 
Myoglobinuria  was  looked  for  in  two,  including 
the  patient  with  renal  failure,  but  was  not  found. 

This  complication  of  heroin  abuse  has  been 
previously  described.11  Injury  to  muscle  with  the 
detected  release  of  myoglobin  in  the  urine  can 
occur  rapidly  and  unexpectedly  in  chronic  users 
without  any  change  in  their  pattern  of  use  and 
without  antecedent  coma.  It  can  also  occur  in 
anyone  in  whom  the  injection  qf  heroin  is 
followed  by  coma  and  hypotension  or  in  those 
addicts  who  had  been  lying  in  one  position, 
especially  on  an  extremity,  for  several  hours 
without  documented  hypotension  (crush  syn- 
drom).12 Myoglobin  may  or  may  not  be  detected 
in  this  later  condition  but  there  always  are 
marked  elevations  of  CPK  and  SGOT.  The 
development  or  renal  failure  is  usually  noted 
only  in  those  cases  in  which  there  has  been  a 
history  compatible  with  respiratory  depression 
and  hypotension.  In  Richter’s  original  descrip- 
tion three  of  his  four  cases  had  marked  elevations 
of  myoglobin,  normal  BUN’s  and  creatinine, 


and  no  history  of  coma.  One  of  his  patients,  who 
had  to  be  dialyzed  and  who  subsequently  died, 
had  become  unarousable  following  the  heroin 
injection  and  arrived  in  the  emergency  room 
semi-comatose.  These  clinical  findings  are  com- 
patible with  experimental  data.  Myoglobin  by 
itself  when  injected  intravenously  in  animals  or 
in  patients  with  familial  paroxysmal  rhabdo- 
myolysis13  is  not  nephrotoxic.  However  in  the 
presence  of  anoxia  the  combination  depresses  the 
tubular  transport  of  organic  acids  and  bases  and 
is  nephrotoxic.14 

Fever  and  Leukocytosis  without  a Known  Cause 

Table  2 shows  the  clinical  and  laboratory 
characteristics  of  eleven  of  these  patients  who 
seem  to  form  a subgroup.  Of  these  eleven 
patients,  ten  had  taken  intravenous  heroin  while 
one  had  used  intravenous  methadone.  In  all 
eleven  the  intravenous  injection  was  quickly 
followed  by  systemic  symptoms,  the  onset  of 
which  occured  within  a few  minutes  to  an  hour. 
These  symptoms  were  fever,(ll)  nausea  and 
vomiting,  (7)  chills,  (3)  abdominal  pain,  (4)  and 
in  one  case,  diarrhea. 

Leukocytosis  was  present  at  some  stage  in 
eight  patients  although  five  patients  initially 
presented  with  a leukopenia  and  an  increased 
number  of  bands.  In  six  patients  only  one  CBC 
was  obtained;  two  these  were  leukopenic,  one 
was  normal,  and  three  had  white  blood  counts 
greater  than  twenty-seven  thousand. 

Physical  examination,  chest  X-ray,  and  appro- 
priate cultures  were  negative  and  failed  to  reveal 
any  source  of  infection  in  ten.  In  one  patient 
(K.R.)  a urine  culture  grew  out  105  colonies  of 
Klebsiella.  However  the  same  organism  has  been 
recovered  on  a previous  culture  during  her 
pregnancy.  In  all  other  respects  her  course  was 
similar  to  the  other  patients.  Mild  abnormalities 
of  SGOT,  LDH,  and  bilirubin  were  present  in 
ten  patients  and  a moderate  increase  in  SGOT 
and  LDH  in  one.  Australian  antigen  was 
negative  in  the  three  patients  in  whom  it  was 
tested. 

Fever,  which  was  present  in  all,  as  well  as  the 
other  symptoms  subsided  spontaneously  within 
forty-eight  hours.  The  leukocytosis,  when  re- 
corded serially,  followed  a course  similar  to  the 
fever. 

DISCUSSION 

The  cause  of  this  clinical  picture  is  unknown, 
but  it  can  not  reasonably  be  attributed  to  a 
bacteremia  per  se,  as  all  cultures  were  negative, 
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nor  to  a side  effect  of  pure  heroin  itself.15  The 
injection  of  a foreign  substance  as  the  cause 
seems  most  likely.  Possible  causes  would  include 
the  following: 

a)  Cotton  fibers 

Once  the  addict  has  procured  the  heroin  he 
mixes  the  powder  with  unsterile  water  and  heats 
it  in  a spoon  or  a bottlecap.  He  then  draws  the 
mixture  into  a syringe  through  cotton  in  order  to 
filter  out  the  larger  impurities.  Sometimes, 


however,  the  cotton  fibers  themselves  are  drawn 
into  the  syringe  and  subsequently  injected.  This 
is  the  derivation  of  the  term  “cotton  fever,” 
which  is  a street  word  for  the  marked  fever, 
myalgias,  and  abdominal  cramps  which  some- 
times follow  an  injection  of  heroin.  Van  Glahn 
and  Hall  writing  in  1949  discovered  cotton  fibers 
in  the  pulmonary  circulation  of  six  patients  at 
autopsy  over  a twenty  year  period.16  Using  rats 
they  demonstrated  that  the  late  appearing  lesion 


Clinical 

Patient 

1.  J.E. 

WBC 

33,000 

Temperature 

38.1 

2.  E.B. 

3,200 

12,300 

40.3 

3.  F.E. 

4,700 

13,700 

39.1 

4.  E.G. 

14,600 

21,100 

38.3 

5.  F.C. 

28,000 

39 

6.  W.D. 

16,400 

36,200 

40.1 

7.  D.D. 

3,800 

40.0 

8.  K.R. 

2,300 

39.2 

9.  P.C. 

27,400 

41.0 

10.  V.H. 

5,100 

14,000 

39.4 

11.  B.C. 

8,900 

38.4 

Normal  Values 

SGOT 

LDH 

Bilirubin,  total 

10-50 

90-200 

1.0 

Table  II 

Observations  in  Eleven  Cases  of  He 
Fever  with  Negative  Cultures 


SCOT 

230 

Bilirubin 

1.6 

LDH 

210 

70 

1.1 

210 

50 

0.6 

290 

525 

0.8 

1275 

120 

1.2 

260 

115 

0.5 

225 

200 

0.1 

130 

200 

1.5 

210 

24 

0.4 

130 

30 

0.5 

125 

700 

1.3 

210 

in- Associated 


Cultures 

Remarks 

blood. 

IV  heroin  14  hours 

urine, 

p.t.a.  followed  by 

stool 

n&v,  abdominal  pain 

blood  x4 

IV  heroin;  20  mins 
later  fever  and 
shaking  chills. 

blood  x4 

stool 

CSF 

blood  x2 
sputum 
urine 
CSF 

myalgias 

blood  x4 

Heroin  was  cooled, 
30  mins  later 
developed  n&v  x20, 
chills  and  fever. 

blood  x2 

IV  heroin,  10  mins 

urine 

later,  n&v,  abdomi- 

stool 

nal  pain,  chills, 
fever.  New  source 
of  heroin. 

blood  x3 

IV  heroin  4 hours 

urine 

p.t.a.  Immediate 
n&v,  abdominal  pain 

UTI  due 

IV  heroin  90  mins 

to  Kleb- 

p.t.a. Immeidate 

siella 

n&v,  abdominal 

(old 

pain.  Delivered 

finding) 

stillborn. 

Blood  x9 

IV  heroin,  immediate 

urine  x2 

n&v,  diarrhea. 

stool  x2 

fever.  One  day 
p.t.a. 

blood  x3 

IV  Methadone  strain- 

urine 

ed  through  cotton. 

CSF 

Immediate  n&v,  fever 

blood  x5 

Chronic  user,  Fever 

urine 

twelve  hours  after 
heroin. 
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in  the  lung  of  cotton  fiber  injection  is  a foreign 
granuloma  in  the  parenchma  with  recanaliza- 
tion of  the  initially  occluded  vessels.  However  an 
acute  syndrome  related  to  injection  of  cotton 
fibers  has  not  been  described. 

Heroin  mixtures  are  sold  in  packets  weighing 
about  100  mgm  and  containing  from  5%  to  15% 
heroin.  The  remainder  consists  of  quinine, 
lactose,  powdered  milk,  mannitol,  fruit  sugars, 
and  other  adulterants  including  talc.  Several  of 
these  could  explain  the  present  symptom  com- 
plex. 

b)  Talc 

Talc  (mangesium  trisilicate)  when  injected 
intravenously  has  been  described  to  cause  an 
arteritis,17  thrombosis,17  pulmonary  hypertens- 
ion,18 foreign  body  granulomas,18  and  in  one  case 
a microangiopathic  hemolytic  anemia.19 

c)  Powdered  milk 

Powdered  milk  is  used  as  a filler  and  milk 
itself  is  sometimes  used  as  an  antidote  for  a 
heroin  overdose.  This,  or  some  other  foreign 
protein,  could  be  responsible  for  the  clinical 
syndrome  described.  One  patient  (D.M.)  who  was 
not  included  among  the  eleven  cases  took  one 
paper  of  heroin  and  two  amphetamines.  One 
hour  later  he  was  noted  to  be  cyanotic  and 
comatose  by  his  friends  who  then  injected  him 
with  intravenous  saline  and  milk  in  order  to 
revive  him.  His  initial  WBC  in  the  emergency 
room  was  25,300.  However,  his  temperature  was 
only  372  and  his  clinical  picture,  blood  gases,  and 
chest  X-ray  were  more  compatible  with  heroin 
induced  pulmonary  edema  than  with  the  eleven 
patients  described. 

d)  Injection  of  preformed  toxins 

Staph,  aureus  as  well  as  influenza  virus, 
rickettsia,  and  E.  coli  elaborate  toxins.  Cell  free 
broths  of  Staphyloccoci  when  injected  subcu- 
taneously provoke  marked  inflamation  localized 
to  the  injection  site.  Or  if  given  intravenously  in 
large  doses  can  cause  prostaration.20 

e)  Transient  bacteremia 

It  is  possible  for  bacteria  to  be  directly  injected 
along  with  the  heroin  produce  fever  and  a 
leukocyte  response  and  be  cleared  by  the  reticulo- 
endothelial system  before  blood  cultures  were 
obtained.20 

f)  Quinine 

Quinine  is  sometimes  used  as  a dilutent  in 
heroin.  When  injected  alone  quinine  can  cause 
nausea,  vomiting,  diarrhea  and  abdominal  pain. 
It  also  has  a three  phase  action  on  blood 
leukocytes.  Initially  it  causes  an  increase  in  the 


white  blood  especially  in  the  lymphocytes;  this  is 
followed  in  one  to  two  hours  by  a fall  in  the 
white  count  secondary  to  a neutropenia.  Finally 
there  is  a polymorphonuclear  leukocytosis.21 
Although  there  are  marked  similarities  in  the 
reaction  to  quinine  injection  and  to  the  eleven 
patients  described  here  there  are  some  differ- 
ences. The  group  described  did  not  have  an 
initial  lymphocytosis,  as  far  as  could  be  deter- 
mined, nor  a secondary  neutropenia.  In  addition, 
quinine  is  not  a pyretic  drug  but  rather  has 
a specific  anti-pyretic  action  on  the  fever  pro- 
duced by  malaria.  21 

SUMMARY 

The  records  of  all  patients  who  had  used 
intravenous  heroin  and  who  were  subsequently 
admitted  to  either  the  University  of  Arizona 
Hospital  or  to  Pima  County  Hospital  in  a forty- 
three  month  period  were  reviewed.  The  major 
medical  complications  were  discussed  so  that  the 
general  primary  care  physician  would  have  a 
better  knowledge  of  the  prevailing  trends  in  our 
medical  community. 
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Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2to  12years  old.  Forages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  ’/2  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 
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When  diarrhea 


WjG&r-  V 


Diarrhea  can  hook  anyone.  When  it  does, 
physicians  and  patients  both  want  prompt 
control  of  diarrheal  symptoms.  Lomotil  will 
usually  control  diarrhea  promptly. 

This  rapid  action  can  halt  the  emergency 
aspect  of  diarrhea  and  is  comforting  and 
reassuring  to  the  patient.  Electrolyte  and 


fluid  losses  can  be  corrected  while  the  spe- 
cific cause  of  the  diarrhea  is  being  deter- 
mined. If  an  infective  agent  is  the  cause, 
appropriate  specific  therapy  should  be 
given  along  with  Lomotil. 

Lomotil  is  contraindicated  in  children 
less  than  2 years  old. 


I— lOmotil  » 

Each  tablet  and  each  5 ml  ot  liquid  contain  diphenoxylate  hydrochloride  2 5 mg  (Warning  May  be  habit  forming!  atropine  sultate  0 025  mg 

holds  the  line. 


In  hypertension, 

ALDOMETTmemldopaimsd) 


usually  offers  more 
than  effective  lowering 

Of  hlnnrl  nracci  ira 


(Methyldopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyldopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


MSD 


With  ALDOMET 
(Methyldopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 

ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


for  hypertension 

TABLETS,  250  mg,  500  mg,  and  125  mg 

ALDOMET 

(METHYUHPnlMSD) 

a unique  antihypertensive  agent 

ALDOMET  is  contraindicated  in  active  hepatic  disease, 
hypersensitivity  to  the  drug,  and  if  previous  methyldopa 
therapy  has  been  associated  with  liver  disorders.  It  is 
not  recommended  in  pheochromocytoma. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with 
methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  MSD 
or  liver  disorders  could  lead  to  potentially  fatal  complica-  MERCK 

tions  unless  properly  recognized  and  managed.  For  more  SHARF\ 

details  see  the  brief  summary  of  prescribing  information.  DOHME 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


to  further 
simplify  therapy 
for  many  patients 

now  available 

ALDOMETSOOrng 

(METHYLDOPA  MSD) 


often  more  practical  to  prescribe 
easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


l.o-g 

daily 

dose 


1.5-g 

daily 

dose 


^-ALDOMET 500 mg 
( Methyldopa /MSD) 


s/g  one  tablet  b id-; 


^ AL  DOME  T 500 mg 

( Methyldopa  /MSD) 


s/g  one  tablet  t.id. 


2.0-g 

daily 

dose 


^ALDOMET 500 mg 

( Methyldopa  /MSD) 


■< 


s/g  two  tablets  b id 


^ ALDOMET 500 mg 

f Methyldopa  / MSD) 


s/g  one  tablet  <j i.d 


NOTE:  Tablets  shown  are  not  actual  size. 


in  hypertension 

ALDOMETcmethyldopaimsd) 

usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis:  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10°6  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy.  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa.  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem.  For  exam- 
ple. in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia.  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued.  Usually  the  anemia  remits 
promptly.  If  not,  corticosteroids  may  be  given  and 
other  causes  of  anemia  should  be  considered.  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching.  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur. 
Patients  should  be  followed  carefully  to  detect  side 
reaction  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded. 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery.  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites 


Stop  drug  if  involuntary  choreoathetotic  movemer 
occur  in  patients  with  severe  bilateral  cerebrovasc 
lar  disease.  Patients  may  require  reduced  doses 
anesthetics;  hypotension  occurring  during  ant 
thesia  usually  can  be  controlled  with  vasopressc 
Hypertension  has  recurred  after  dialysis  in  patien 
on  methyldopa  because  the  drug  is  removed  by  tt 
procedure. 

Adverse  Reactions:  Central  nervous  systei 

Sedation,  headache,  asthenia  or  weakness,  usual 
early  and  transient;  dizziness.  Iightheadednes 
symptoms  of  cerebrovascular  insufficienc 
paresthesias,  parkinsonism,  Bell's  palsy,  involunta  l 
choreoathetotic  movements;  psychic  disturbance | 
including  nightmares  and  reversible  mild  psychos: 
or  depression. 

Cardiovascular:  Bradycardia,  aggravation  of  angi 
pectoris  Orthostatic  hypotension  (decrease  da 
dosage)  Edema  (and  weight  gain)  usually  relieve 
by  use  of  a diuretic.  (Discontinue  methyldopa 
edema  progresses  or  signs  of  heart  failure  appea 
Gastrointestinal:  Nausea,  vomiting,  distentio 
constipation,  flatus,  diarrhea,  mild  dryness 
mouth,  sore  or  "black"  tongue,  pancreatiti 
sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundic 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolyt 
anemia  Leukopenia,  granulocytopenia,  throe 
bocytopema. 

Allergic:  Drug-related  fever,  skin  rash 
Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarg 
ment,  gynecomastia,  lactation,  i m potenci 
decreased  libido,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  I 
500  mg  daily  when  given  with  antihypertensive 
other  than  thiazides.  Tolerance  may  occur,  usual 
between  second  and  third  month  of  therapy;  ir 
creased  dosage  or  adding  a thiazide  frequent 
restores  effective  control.  Patients  with  impaire 
renal  function  may  respond  to  smaller  doses.  Syr 
cope  in  older  patients  may  be  related  to  increase 
sensitivity  and  advanced  arteriosclerotic  vascul 
disease;  this  may  be  avoided  by  lower  doses. 
How  Supplied:  Tablets,  containing  125m 
methyldopa  each,  in  bottles  of  100,  Tablets,  contair 
mg  250  mg  methyldopa  each,  in  single -un 
packages  of  100  and  bottles  of  100  and  100C 
Tablets,  containing  500  mg  methyldopa  each,  i 
single-unit  packages  of  100  and  bottles  of  100. 
For  more  detailed  information,  consult  your  MS 
representative  or  see  full  prescribing  inform 
tion.  Merck  Sharp  & Dohme,  Division  of  Merck 
Co..  Inc.,  West  Point,  Pa  1 9486 


MSD  MERCK  SHARP  & DOHME 


A HALLMARK  DECISION 


The  AMA’s  lawsuit  seeking  a permanent 
injunction  against  HEW  and  the  proposed 
utilization  review  regulations  had  been  affirmed 
by  the  Court  of  Appeals  in  favor  of  the  American 
Medical  Association.  This  comes  at  an  oppor- 
tune time  in  AMA  history. 

Dr.  Dan  Cloud  suggests  that  this  case  decision 
will  be  a hallmark  in  the  battle  against 
bureaucratic  federal  regulations  in  all  quarters. 
This  is  thought  to  be  the  first  major  decision, 
against  “law  making”  by  a regulatory  agency. 
Many  regulations  which  pour  out  into  the 
Federal  Register,  are  thought  to  go  far  beyond 
the  Congressional  intent  in  the  law  itself.  By  the 
time  this  reaches  your  desk  full  details  will  have 
been  discussed  in  AMA  releases. 

This  should  be  a great  morale  booster  for  the 
AMA  membership,  and  especially  the  officers 
and  staff,  who  of  late,  have  had  their  lumps. 

Dr.  H.  T.  Arnold  Jr.,  “put  the  pig  on  our 
back,”  in  the  following  terse  “call  to  the  colors,” 
in  the  July  Hawaii  Medical  Journal.  This  is  how 
Arnold  bugled  for  solidarity. 

“The  AMA  has  set  itself  a course  that  should 
lead  to  a restoration  of  its  fiscal  health  and  vigor 
within  the  next  two  or  three  years.  The  House  of 
Delegates,  meeting  in  Atlantic  City  in  June, 
overwhelmingly  endorsed  an  increase  in  dues  to 
$250  a year.  The  states  of  New  York  ad 
Oklahoma  urged  a $200  figure,  and  the  Refer- 
ence Committee  recommended  $225,  but  the 
states  of  Illinois,  Ohio,  Michigan,  Kansas, 
Georgia,  Florida,  Arizona,  and  Texas  urged 
adoption  of  the  figure  recommended  by  the 


Board  of  Trustees:  $250.  The  vote  to  approve  this 
figure  was  not  far  from  unanimous. 

“This  is  a big  increase  in  dues;  it  more  than 
doubles  them;  but  apart  from  its  being  really 
inescapable,  it  is  still  a bargain.  Many  labor 
unions  charge  more,  and  we  may  as  well  face 
bravely  the  fact  that  we  physicians  need  a union 
as  well  as  a scientific  forum,  in  these  troubled 
times.  Despite  the  existence  of  2 or  3 splinter 
groups  of  doctors,  mostly  of  the  ultra-right-wing 
persuasion,  we  have  no  national  oranization  that 
can  represent  us  half  so  well  as  our  own  AMA.  It 
has  already  successfully  sued  the  Federal  Govern- 
ment in  our  behalf.  The  recent  accession  to  the 
Board  of  trustees  of  such  men  as  Frank  Jirka  of 
Illinois,  Joe  Boyle  of  California,  Dan  Cloud  of 
Arizona,  Joe  Nelson  of  Texas,  and  others,  and  of 
Max  Parrott  to  the  presidency,  and  the  election  of 
Ray  Holden  of  Washington,  D.C.  to  the  chair- 
manship of  the  Board,  augur  well  for  the  top 
level  guidance  we  ll  have  in  the  coming  years. 

“It  is  our  firm  conviction  that  every  responsi- 
ble physician  has  a duty  to  belong  to  and  support 
the  American  Medical  Association  as  his  nation- 
al voice  in  matters  affecting  health  legislation, 
health  profession  controls,  health  insurance, 
hospital  insurance.  Medicare,  graduate  medical 
education,  and  so  on.  If  we  don’t  speak  with  one 
voice  in  these  matters,  there  are  plenty  of 
nonmedical  organizations  eager  to  step  into  the 
gap!” 

John  W.  Kennedy,  M.D. 

Editor 
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ARIZONA  MEDICINE 


MEDICAL  ONCOLOGY 
PROGRAM  PROJECT 


NEAL  A.  VANSELOW,  M.D. 


Clinical  cancer  research  at  the  University  of 
Arizona  has  been  given  an  enormous  boost  by  the 
award  of  several  program  project  grants  to  the 
University  by  the  Division  of  Cancer  Centers  of 
the  National  Cancer  Institute.  The  largest 
research  grant  yet  awarded  to  the  College  of 
Medicine  is  the  Medical  Oncology  Program 
Project  (MOPP),  and  has  an  authorized  budget 
of  2.26  million  dollars  for  direct  costs  over  the 
next  three  years.  The  director  of  this  multidis- 
ciplinary program  is  Sydney  E.  Salmon,  M.D., 


Professor  of  Medicine  and  Head  of  the  Section  of 
Hematology  and  Oncology  of  the  Department  of 
Internal  Medicine. 

Funds  from  MOPP  are  designated  for  ten 
interrelated  research  programs,  targeted  to  key 
areas  in  clinical  cancer  research  plus  admini- 
strative core  support.  The  core  support  provides 
new  facilities  (e.g.  a laminar  flow  “clean  room” 
for  hospitalization  of  patients  with  acute  leu- 
kemia, granulocytopenia  or  immunodeficiency), 
specialized  services  (e.g.  medical  oncology  social 
service  support)  and  some  patient  care  expenses 
for  the  clinical  projects.  Faculty  participants  in 
MOPP  are  from  the  Sections  of  Hematology  and 
Oncology,  Cardiology,  and  Nephrology  in  the 
Department  of  Medicine,  as  well  as  members  of 
the  Departments  of  Pharmacology,  Pathology 
and  Radiology  in  the  College  of  Medicine  and  the 
Optical  Sciences  Center  and  the  Department  of 
Chmical  Engineering  on  the  Main  Campus  of 
the  University  of  Arizona. 

The  Medical  Oncology  Program  Project  is 
divided  into  five  major  research  areas: 

I.  The  pharmacology  of  anticancer  drugs. 
This  area  includes  a project  on  the  development 
of  new  radioactive  or  cytotoxic  derivatives  of  the 
anticancer  drug,  bleomycin,  under  Dr.  Salmon’s 
direction.  The  anti-tumor  antibiotic  bleomycin 
has  a unique  tumor-seeking  property  and  is 
concentrated  in  a variety  of  neoplasms.  The 
purpose  of  this  research  is  to  develop  magic 
bullets  (or  perhaps  “smart  bombs”)  in  which  the 
bleomycin  serves  as  the  vehicle  or  carrier  for  an 
additional  cytotoxic  agent  or  highly  radioactive 
compound  as  a new  form  of  cancer  therapy.  A 
second  project  is  on  the  pharmacokinetics  of 
cancer  chemotherapeutic  drugs  such  as  melpha- 
lan,  adriamycin  analogues  and  other  promising 
agents  and  is  intended  to  provide  new  insights  as 
to  how  to  best  use  anticancer  drugs.  Two  new 
faculty  members  have  joined  the  University  to 
work  in  this  area:  David  S.  Alberts,  M.D., 
Assistant  Professor  of  Medicine,  whose  back- 
ground is  in  the  clinical  pharmacology  of 
anticancer  drugs  and  studies  of  drug  interact- 
ions, and  Kenneth  Himmelstein,  Ph.D.,  Adjunct 
Assistant  Professor  of  Chemical  Engineering, 
who  obtained  his  Ph.D.  in  studies  relating 
pharmacokinetics  and  cellular  kinetics  in  animal 
tumor  systems. 

II.  Studies  of  tumor  kinetics  and  the  body 
burden  of  tumor  cells.  The  first  project  in  this 
section  investigates  the  cellular  kinetics,  total 
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body  tumor  cell  number  and  renal  function  in 
patients  with  multiple  myeloma  and  Bence 
Jones  proteinuria.  This  project  is  under  the 
direction  of  Brian  G.  M.  Durie,  M.D.,  Assistant 
Professor  of  Medicine,  who  has  previously 
developed  a clinical  staging  system  for  multiple 
myeloma  patients.  The  second  project  focuses  on 
polyamines  (putrescine,  spermidine  and  sperm- 
ine) in  serum  and  urine  as  markers  of  cell 
proliferation  and  tumor  cell  kill  for  a wide 
variety  of  human  tumors.  This  project,  under  the 
direction  of  Diane  Russell,  Ph.D.,  Associate 
Professor  of  Pharmacology,  makes  use  of  a high 
speed  amino  acid  analyzer.  The  next  project 
utilizes  labeled  Bleomycin  (e.g.  '"Indium  Bleo- 
mycin) as  a marker  of  the  total  body  burden  of 
tumor  in  patients  with  advanced  neoplasms 
(previous  studies  of  '"Indium  Bleomycin  carried 
out  at  Arizona  Medical  Center  have  defined  its 
use  as  a general  purpose  tumor  scanning  agent). 
In  this  project,  Joseph  Gross,  Ph.D.,  Professor 
and  Head  of  the  Department  of  Chemical 
Engineering  and  David  Lilien,  M.D.,  Assistant 
Professor,  Division  of  Nuclear  Medicine,  intend 
to  “model”  the  uptake  of  labeled  bleomycins  in 
tumors  in  both  animals  and  patients  and  develop 
techniques  to  turn  bleomycin  scanning  into  a 
direct  quantitative  measure  of  tumor  mass. 

III.  Immunology  and  immunotherapy.  The 
projects  in  this  area  include  one  under  the 
direction  of  Peter  Bartels,  Ph.D.,  Professor  of 
Optical  Sciences  and  Microbiology  on  the 
computer  scanning  of  human  lymphocytes.  Dr. 
Bartels  has  developed  a slide  scanning  micro- 
scope linked  to  a powerful  computer  which  is 
capable  of  identifying  and  categorizing  cell  types 
on  cytology  or  blood  smears.  In  this  research, 
lymphocytes  of  B cell  (Bursal)  or  T cell  (Thymic) 
origin  (as  well  as  subtypes  of  each  classification) 
will  be  identified  on  blood  smears  of  patients 
with  lymphomas,  leukemias  and  a variety  of 
solid  tumors  and  correlated  with  a number  of 
simultaneous  tests  of  immunocompetence  of  the 
patients.  A clinical  project  on  chemoimmuno- 
therapy  of  lung  cnacer  is  the  second  component 
in  this  area.  In  this  project,  under  the  direction  of 
Leo  J.  McMahon,  M.D.,  Assistant  Professor  of 
Medicine,  reduction  of  the  patient’s  tumor 
burden  is  achieved  with  the  combination  of 
surgery,  radiotherapy  and  chemotherapy  and  the 
immune  response  of  the  patient  is  stimulated 
with  BGG  and  a tumor  cell  vaccine  derived  from 
the  patient’s  own  tumor.  Of  interest,  the 


patient’s  tumor  is  grown  in  the  athymic  “nude” 
mouse,  which  supports  the  growth  of  human 
lung  cancers  very  well. 

IV.  Glinical  oncology  research.  One  project  in 
this  area  is  a program  for  the  early  “adjuvant” 
chemotherapy  of  occult  micrometastases  of  can- 
cer. This  project,  under  the  direction  of  Stephen 
E.  Jones,  M.D.,  Associate  Professor  of  Medicine, 
capitalizes  on  the  Arizona  Medical  Center  Medi- 
cal Oncology  Group’s  impressive  prior  experi- 
ence with  combination  of  adriamycin  and 
cyclophosphamide  in  advanced  breast  cancer  and 
a variety  of  other  tumors  (e.g.,  ovarian  and 
endometrial  cancer).  Prior  to  the  Federal  award, 
the  micrometastases  project  was  launched  with 
seed  money  from  the  Arizona  Division  of  the 
American  Cancer  Society.  It  began  as  a breast 
cancer  adjuvant  program  using  the  combination 
of  adriamycin  and  cyclophosphamide  for  six 
months  of  treatment  for  all  women  with  positive 
lymph  nodes  or  a large  primary.  The  major 
objective  of  this  project  is  to  increase  the  cure 
rate  in  such  high  risk  patients.  The  adjuvant 
program  has  been  a team  effort  of  medical 
oncologists  at  the  University  and  in  the  com- 
munity along  with  surgeons,  pathologists  and 
radiotherapists  from  both  the  city  of  Tucson  and 
the  medical  school.  Recently  an  extension  of  this 
study  to  determine  whether  regional  postopera- 
tive radiotherapy  provides  additional  benefit  to 
that  afforded  by  that  of  adjuvant  systemic 
chemotherapy  has  been  added.  Further  develop- 
ment of  this  program  will  likely  be  into  other 
tumor  categories  at  high  risk  to  recurrence  from 
distant  micrometastases.  The  final  project  in 
MOPP  is  in  the  area  of  supportive  care  for  cancer 
patients  in  the  form  of  granulocyte  transfusions 
for  leukopenic  patients  with  leukemia  or  other 
neoplasms.  The  project  director,  Douglas  Hues- 
tis,  M.D.,  Professor  of  Pathology,  will  also  be 
studying  both  granulocyte  storage  techniques 
and  prophylactic  effects  of  granulocyte  trans- 
fusion. 

It  is  clear  from  this  description  that  the 
Medical  Oncology  Program  Project  is  a clinical 
research  landmark  for  the  College  of  Medicine  in 
the  State  of  Arizona.  The  research  team  appears 
to  have  done  its  planning  very  effectively  and 
important  new  results  in  cancer  research  and 
mnagement  can  be  anticipated  to  stem  from  this 
effort. 


[/(bit 


ARIZONA  MEDICINE  809 


Obstetrics 
and  Gynecology 


J 


ARIZONA  REGIONAL 
PERINATAL  PROGRAM 


DONALD  J.  ZIEHM,  M.D.,  EDITOR 


The  Arizona  Regional  Perinatal  Program  is 
one  of  a group  of  eight  programs  to  receive 
grants  from  the  Robert  Wood  Johnson  Founda- 
tion which  plans  to  develop  a network  of 
specialized  health  care  programs  for  women  with 
high-risk  pregnancies  and  their  infants.  The 
initial  five  year  program,  launched  with  the 
Johnson  Foundation  funds,  has  as  its  major  goal 
further  reduction  in  maternal  and  infant  mortal- 
ity and  morbidity. 

Selection  of  Arizona  as  one  of  the  eight  sites  for 
development  of  this  important  program  can  be 
attributed  to  a number  of  factors:  the  State  Health 
Department’s  highly  successful  Premature  Trans- 
port and  neo-natal  Intensive  Care  Project:  ag- 
gressive action  by  numerous  voluntary  health 
groups;  strong,  effective  research,  teaching  and 
service  programs  at  the  College  of  Medicine’s 
Departments  of  Obstetrics/Gynecology  and  Ped- 
iatrics; and  finally,  development,  under  the 
leadership  of  Drs.  Raymond  Jennett  and  Belton 
Meyer,  of  a stong,  well  organized  Maternal  and 


Child  Care  Committee  in  the  Arizona  Medical 
Association. 

The  term  “regionalization”  implies  the  de- 
velopment within  a geographic  area,  of  a 
voluntary  and  cooperative  system  of  perinatal 
health  care  based  upon  need  and  presence  of  an 
extensive  group  of  superior  physicians  and 
health  facilities  available  to  women  and  their 
newborn  infants.  The  operational  objective  is  to 
make  available  high  quality  care  at  an  affordable 
cost  to  all  high-risk  pregnant  women  and  their 
newborns. 

The  new  program  will  coordinate  and  in  some 
cases  expand  existing  health  care  services  for  the 
identification  and  care  of  high-risk  maternity 
patients  and  infants  who  present  evidence  of 
certain  abnormalities.  The  service  will  be  avail- 
able to  women  regardless  of  their  financial 
means.  Identification  and  referral  of  these 
patients  will  be  coordinated  by  particpating 
physicians  and  health  service  groups,  such  as 
hospitals.  A major  function  of  the  Perinatal 
Program  is  to  develop,  with  the  help  of  Arizona 
physicians  and  other  health  professionals,  ser- 
vices which  will  enable  physicians  and  hospitals 
to  make  a rational  choice  as  to  whether  or  not 
they  will  participate  in  the  program. 

The  five  year  grant  ($440,000  per  year),  was 
awarded  jointly  to  the  Arizona  Medical  Associa- 
tion and  the  University  of  Arizona  Medical 
Center  to  be  administered  as  a single  program  by 
the  Arizona  Medical  Association  Foundation. 
Other  organizations  which  will  make  overall 
contribution  to  the  program  include  the  Arizona 
Newborn  Transport  and  Intensive  Care  Project 
(Arizona  State  Department  of  Health  Services); 
Maternal  and  Infant  Care  Project  (Maricopa 
County  Health  Department);  the  Indian  Health 
Service;  special  programs  in  the  University  of 
Arizona  Hospital,  Tucson;  and  the  perinatal 
programs  at  St.  Joseph’s  Hospital  and  Good 
Samaritan  Hospital  in  Phoenix. 

Success  of  any  program  of  this  nature  will  be 
dependent  upon  participation  and  close  coopera- 
tion of  all  people  involved  in  obstetrical  and 
pediatric  care.  By  such  efforts  the  full  range  of 
medical  and  hospital  services  can  be  focused  on 
the  improved  management  of  the  most  serious 
problems  in  both  pregnant  women  and  new- 
born infants. 

The  initial  facilities  designated  as  Regional 
Perinatal  Centers  are  the  University  of  Arizona 
Medical  Center  in  Tucson  and  St.  Joseph’s 
Hospital  and  Medical  Center  in  Phoenix.  It  is 
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anticpated  that  additional  centers  will  be  brou- 
ght into  this  voluntary  state-wide  network  in 
both  metropolitan  and  non-metropolitan  areas. 
For  example,  it  is  hoped  that  the  programs 
operating  at  Good  Samaritan  Hospital  and 
Maricopa  County  Hospital  in  Phoenix,  as  well  as 
the  Tuc  son  Medical  Center  and  others,  will  soon 
be  incorporated  into  the  effort.  Important  parts 
of  the  program  to  be  developed  beyond  actual 
patient  care,  include  a reliable  means  of  identi- 
fication of  high-risk  women  and  their  newborns; 
a maternal  transport  service  (modeled  after  the 
Arizona  Newborn  and  Intensive  Care  Program); 
increased  availability  of  expanded,  diagnostic 
laboratory  services;  and  a communication  system 
which  readily  links  all  parts  of  the  program.  A 
comprehensive  plan  of  follow-up  care  for  high- 
ris  infants  will  be  initially  carried  out  by  the 
Department  of  Pediatrics,  College  of  Medicine, 
University  of  Arizona. 

The  Johnson  Foundation  grant  was  awarded 
the  Arizona  Medical  Association  Foundation,  to 
which  the  Program  is  linked  by  an  Advisory 
Council.  Membership  of  the  Council  will  consist 
of  physicians,  nurses,  hospital  administrators, 
educators,  consumers,  and  leaders  from  such 
voluntary  health  groups  as  United  Cerebral 
Palsy  and  the  National  Foundation  March  of 
Dimes.  Representative  from  the  four  Regional 
Health  Service  areas  and  members  elected  from 
the  state  at  large  will  round  out  and  balance  the 
Council’s  membership.  It  is  apparent  that 
membership  of  the  Council  will  have  broad 
professional  and  wide  geographic  representa- 
tion. 

Council  officers  and  an  Executive  Committee 
will  be  elected  soon  and  governing  documents 
adopted.  The  Council’s  principal  function  is  to 
review  and  recommend  program  directions  and 
priorities  which  will  emerge  from  the  work  of  a 
limited  number  of  technical  advisory  groups 
drawn  from  relevant  health  professions,  scienti- 
fic and  technical  fields. 

The  program  is  fortunate  that  Dr.  William  J. 
Moore  has  agreed  to  bring  bis  extensive  and  suc- 
cessful experience  in  maternal  and  child  health 
and  in  foundation  programs  to  this  endeavor  by 
accepting  the  role  as  Executive  Director.  He  will 
be  assisted  in  the  headquarter’s  office  by  a pro- 
gram assistant,  Sharon  Barger,  effective  Novem- 
ber 1,  and  by  Ms.  Nancy  Nichols,  secretary. 
The  offices  will  be  located  in  the  Arizona 
Medical  Association  building,  Room  102,  810  W. 
Bethany  Home  Road,  Phoenix,  Arizona  85013. 


Clinical  Oncology 
In  Arizona 


THE  ROLE  OF  IRRADIATION  IN  THE 
TREATMENT  OF  CARCINOMA  OF 
THE  VOCAL  CORDS 


ROBERT  S.  HEUSINKVELD,  M.D.,  Ph.D. 

ROBERT  C.  MILLER,  M.D. 

Editors;  Sydney  E.  Salmon,  M.D.,  Professor 
and  Head,  Section  of  Hematology  and 
Oncology,  University  of  Arizona  College  of 
Medicine,  Tucson,  Arizona  85724;  Robert  H. 
Thoeny,  M.D.,  Dir.,  Radiation  Oncology,  Good 
Samaritan  Hospital,  Phoenix,  Arizona  85006; 
Darwin  W.  Neubauer,  M.D.,  General  Surgeon, 
720  Country  Club  Road,  Tucson,  85716. 

The  clinical  course  of  carcinomas  arising  from 
the  larynx  varies  markedly  according  to  the  site 
of  origin.1  Carcinomas  of  the  vocal  cords,  the 
topic  of  this  discussion,  are  the  most  curable  of 
the  laryngeal  neoplasms.  Many  vocal  cord 
carcinomas  probably  originate  from  pre-invasive 
carcinoma  in  situ,2  and  the  probability  of  cure  is 
inversely  proportional  to  the  anatomic  extent  of 
the  tumor  at  the  time  of  diagnosis.3  Early  lesions 
can  be  cured  with  preservation  of  the  voice, 
whereas  laryngectomy  is  necessary  to  control 
advanced  vocal  cord  tumors.  Consequently,  early 
diagnosis  is  crucial  to  both  survival  and  function 
of  the  patients  with  vocal  cord  tumors.  Every 
patient  who  presents  with  persistent  hoarseness 
should  undergo  careful  indirect  laryngoscopy, 
with  direct  larngoscopy  and  biopsy  of  any 
suspicious  lesions. 

The  choice  of  therapy  for  vocal  cord  carcino- 
mas is  critically  dependent  upon  an  accurate 
assessment  of  the  extent  of  the  tumor.  In  addition 
to  careful  direct  laryngoscopy,  contrast  laryngo- 
grams  and  tomograms  of  the  larynx  should  be 
obtained  to  assess  the  presence  and  degree  of  cord 
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mobility,  and  to  detect  subglottic  extension  of 
tumors.  A high  percentage  of  patients  with 
partial  fixation  of  the  cord  may  still  be  cured  by 
irradiation;  however,  complete  immobility  of 
vocal  cord  usually  reflects  deep  tumor  invasion 
and  predicts  a decidedly  higher  incidence  of  post- 
irradiation recurrence.  Subglottic  extension  of 
the  tumor  is  difficult  to  detect  even  with  direct 
laryngoscopy,  but  must  be  suspected,  particu- 
larly when  the  tumor  has  extended  to  the  an- 
terior commissure.  Substantial  subglottic  extens- 
ion is  a poor  prognostic  sign  and  must  be  ap- 
preciated before  treatment.  Failure  to  include 
undetected  subglottic  tumors  within  the  treat- 
ment volume  is  one  cause  of  recurrence  after 
either  surgery  or  irradiation. 

Optimal  treatment  of  patients  with  vocal  cord 
carcinomas  requires  close  cooperation  among 
otolaryngologists  and  radiotherapists.  T1  lesions 
(confined  to  the  vocal  cords)  may  be  cured  with 
equal  success  by  surgery  (laryngofissure  or 
cordectomy)  or  irradiation.  In  most  centers, 
irradiation  is  chosen  as  the  primary  treatment  for 
these  early  lesions  because  the  voice  is  so  well 
preserved.  With  either  modality,  the  average  cure 
rate  approximates  85%, 3 with  some  reports  of 
better  than  90%  5-year  cures  with  irradiation, 
followed  by  surgery  for  recurrences.4  5 

T2  lesions  (tumor  minimally  beyond  the  cords 
without  complete  cord  fixation)  may  also  be 
treated  primarily  with  irradiation.  The  cure  rate 
of  T2  lesions  treated  primarily  with  either 
irradiation  or  surgery  is  approximately  70%, 
significantly  lower  than  the  cure  rate  for  T1 
lesions.  For  the  majority  of  patients  with  T2 
carcinomas,  primary  treatment  by  irradiation 
preserves  the  voice  without  risking  a lesser 
chance  for  survival. 

It  is  important  to  emphasize  that  5-10%  of 
patients  with  apparently  early  vocal  cord  carci- 
nomas will  recur  even  after  optimal  irradiation. 
Most  of  these  patients  can  be  salvaged  by 
subsequent  surgery.  However,  a high  salvage  rate 
depends  on  early  detection  of  recurrence.  At  our 
institution,  all  patients  irradiated  for  vocal  cord 
carcinomas  are  followed  with  an  otolaryngolo- 
gist who  examines  the  patient  before,  during, 
and  at  frequent  intervals  after  irradiation.  One 
third  of  the  vocal  cord  tumors  which  recur  first 
reappear  more  than  two  years  after  irradiation  so 
that  long-term  follow-up  is  essential. 

More  extensive  tumors,  i.e.  those  with  com- 
plete cord  fixation  or  significant  extension 
beyond  the  cords,  are  best  treated  primarily  with 


surgery.  For  these  advanced  tumors,  function 
must  be  sacrificed  to  obtain  maximum  survival. 
Fortunately,  vocal  cord  carcinomas  rarely  metas- 
tasize unless  they  have  penetrated  deeply  into  the 
larynx.  The  surgical  cure  rate  of  T3  lesions 
(complete  cord  fixation  or  substantial  extension 
beyond  the  cords)  is  approximately  70%,  whereas 
the  cure  rate  with  irradiation  is  only  55%,  and  a 
substantial  number  of  these  patients  eventually 
require  a rescue  laryngectomy.3  For  T4  carci- 
nomas (penetration  of  the  larynx),  the  disparity 
between  irradiation  and  surgery  widens  (14%  vs. 
35%),  although  the  cure  rate  even  with  laryngec- 
tomy reflects  an  increasing  toll  from  distant 
metastases.  There  is  some  evidence  that  preop- 
erative irradiation  improves  the  cure  rate  of 
patients  with  advanced  lesions.6  Conceivably, 
patients  with  T4  lesions  should  also  receive 
adjuvant  chemotherapy  because  of  the  problem 
of  distant  micrometastases. 

SUMMARY 

The  treatment  of  carcinomas  of  the  vocal  cords 
clearly  demonstrates  two  fundamentals  of  clini- 
cal oncology:  the  value  of  early  diagnosis,  and 
the  need  for  close  cooperation  among  specialists 
from  different  disciplines.  Maximization  of 
function  and  survival  for  patients  with  vocal 
cord  carcinomas  requires  a judicious  choice 
between  irradiation  and  surgery  as  the  primary 
mode  of  therapy,  based  on  an  accurate  assess- 
ment of  the  extent  of  the  tumor. 
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Radiology 
Case  of  the  Month 


CASE  THREE 


IRWIN  M.  FREUNDLICH,  M.D. 
JOHN  C.  BJELLAND,  M.D. 


Chamberlin-Towne  View  of  Skull 


Figure  2 


Above  are  two  radiographs  of  an  asympto- 
matic twenty-two  year  old  male.  The  PA  chest 
examination  (Figure  1 ) was  obtained  as  part  of  a 
routine  pre-employment  physical  examination. 


From:  t of  A,  College  of  Medicine.  Depi.  ol  Radiology,  Tucson. 
A Z 85721. 


Because  of  the  roentgenographic  abnormalities 
present  in  that  study,  further  radiographic 
follow-up  was  requested,  which  included  the 
Chamberlain- Towne  view  of  the  skull  (Figure  2). 

In  light  of  the  differential  diagnosis  for  the 
abnormality  in  Figure  2,  the  suspected  definitive 
diagnosis  was  confirmed. 
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CLEIDOCRANIAL  DYSOSTOSIS  (CCD) 


Lateral  Dorsal  Spine 


AP  Pelvis 


Figure  4 


Figure  3 


The  radiographic  findings  noted  on  examina- 
tion of  the  chest  include:  (1)  a hypoplastic  right 
clavicle,  which  is  visualized  near  the  manubri- 
um; (2)  spina  bifida  occulta  involving  the 
superior  dorsal  neural  arches  (difficult  to  see  on 
the  photograph);  and  (3)  the  suggestion  of  a 
thoracic  cage  which  is  conical  in  shape.  The 
single  view  of  the  skull  demonstrates  the 
presence  of  multiple  Wormian  hones  in  the 
lambdoidal  suture  of  the  occipital  region. 
Multiple  Wormian  bones  occur  in  the  following 
entities:  osteogenesis  imperfecta,  cretinism,  hy- 
pophosphatasia,  pykonodysostosis,  progeria, 
and  cleidocranial  dysostosis  (CCD).  Thus,  in 
view  of  the  “dysostotic”  dorsal  neural  arches  and 
right  clavicle  the  definitive  diagnosis  of  cleido- 
cranial dysostosis  can  he  established. 

CCD  is  an  uncommon  condition  of  unknown 
etiology.  Primarily,  it  is  a hone  dysplasia  with 
multiple  skeletal  abnormalities,  which  can  vir- 


tually involve  the  entire  osseous  sytem. Charact- 
eristically, there  is  delayed  or  incomplete  cranial 
ossification  and  clavicular  hypoplasia  or  aplasia. 
This  disorder  is  transmitted  genetically  as  a 
Mendalian  dominant  character.  However,  rare 
spontaneous  mutants  have  been  reported. 

This  disorder  includes  other  areas  of  skeletal 
involvement,  which  include  the  skull,  chest, 
vertebrae,  and  pelvis.  Such  abnormal  foci  aid  in 
differentiating  CCD  from  other  honey  dysplasias 
and  several  of  them  (i.e.,  the  skull  and  pelvis) 
bear  particular  clinical  import  in  obstetrics. 

The  skull  often  demonstrates  multiple  Worm- 
ian bones  (as  in  this  case),  delayed  suture  closure, 
open  metopic  fontenelle,  hypertelorism,  and  or 
brachycephally.  A Brachycephalic  skull  of  a CCD 
term  fetus  contributes  or  an  increased  incidence 
of  birth  dystocias.  Also,  delayed  or  defective, 
supernumery  dentition  is  frequent. 
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The  chest  of  these  patients  generally  manifests 
a “cone-shaped”  appearance  of  frontal  view. 
Also,  clavicular  hypoplasia,  or,  less  commonly, 
aplasia  (ocurring  in  less  than  10%  of  the  cases)  is 
characteristically  seen.  There  is  a peculiar 
predilection  of  right  clavicular  involvement,  as 
seen  with  this  case. 

Involvement  of  the  vertebrae  chiefly  affects  the 
vertebral  bodies  and  or  neural  arc  lies.  The 
thoracic  vertebral  bodies  often  manifest  an 
almost  unique  or  pathognomonic  finding 
which  is  termed  “posterior  wedging”.  These 
bodies  have  the  reverse  appearance  of  the 
common  anterior  vertebral  wedging  (Figure  3). 
Also,  the  lumbar  vertebrae  have  an  increased 
incidence  of  spina  bifida  occulta  and  spondylosis 
(29%  with  CCD  vs  5%  in  the  normal  population). 

In  the  pelvis  CCE  is  maifested  by  multiple 
boney  abnormalities.  Complete  ossification  of 
the  pubic  bones  is  delayed  until  approximately 
the  twenty  fifth  year.  Thus,  prior  to  that  age  a 
widened,  gapping  symphasis  pubis  is  present 


(Figure  4)  which  is  suggestive  of  that  seen  with 
extrophy  of  the  urinary  bladder.  Note  also  in 
Figure  4 the  widened  “see  through”  sacro-iliac 
joints  of  CCD.  Often  the  pelvic  walls  are  verticle 
in  position,  reducing  the  volume  of  the  true  and 
false  pelvis.  The  occurence  of  this  so  called  “ilial 
Planing”  in  a maternal  pelvis  containing  a full 
term  brachycephalic  CCD  fetus  results  in  a 
significantly  increased  number  of  cephalopelvic 
disproportion  (CPD)  dystocias.  Consequently 
the  Caesarian  section  rate  for  the  CCD  popu- 
lation is  36%  vs  the  normal  population  rate  of 
3.5%.  Because  of  these  multiple  pelvic  abnor- 
malities, the  name  of  CCD  has  almost  been 
appropriately  lengthened  by  some  to  become 
pel vo-cleidocranial  dysostosis. 
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Seminars  in  Endocrinology 
and  Metabolism 


Continuing  with  the  present  issue  of  Arizona 
Medicine  is  the  series  of  articles  entitled  “Semi- 
nars in  Endocrinology  and  Metabolism.”  The 
purpose  of  these  short  review  articles  is  twofold. 
First,  due  to  the  rapid  proliferation  of  new 
knowledge  in  the  field  of  endocrinology  and  the 
multiple  tests  available  for  their  evaluation, 
short,  clinically  oriented  reviews  would  enable 
the  physician  to  keep  abreast  of  these  newer  de- 
velopments as  they  relate  to  their  practice.  In 
addition,  with  great  stress  being  placed  on  vol- 
untary recertification  in  many  subspecialties,  re- 
views such  as  they  could  serve  as  an  authorita- 
tive, succinct  teaching  forum.  The  editors  will 
endeavor  to  accomplish  these  goals  by  utilizing 
the  talents  of  practicing  physicians  as  guest  con- 
tributors to  this  series.  Feedback,  both  positive 
and  negative,  is  encouraged  in  order  to  help  us 
fulfill  these  objectives. 

MARSHALL  B.  BLOCK,  M.D.  Editor 


SHORT  STATURE:  “TO  GROW  OR 
NOT  TO  GROW  ...” 

ROBERT  N.  ALSEVER,  M.D. 

In  this  bicentennial  year,  it  is  well  to  remem- 
ber that  most  parents  consider  short  stature  as  a 
thing  of  the  past.  While  the  average  height  of  an 
adult  male  200  years  ago  was  five  feet  six  inches, 
it  is  now  five  feet  eleven  inches.  Children  and 
teenagers  of  today  are  not  only  taller  but  are 
infinitely  more  healthy.  This  corresponds  with 
the  life  expectancy  which  has  increased  from  an 
age  of  approximately  30  to  35  to  an  age  well 
above  60.  It  is  only  natural  then  that  parents 
may  be  more  acutely  aware  of  growth  changes  in 
their  children. 

From:  Southern  Colorado  Clinir.  Pueblo.  CO  81001 
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While  systemic,  major  organ  and  endocrine 
diseases  in  adults  manifest  themselves  largely  by 
metabolic,  physiologic,  and  symptomatic  dis- 
turbances, the  child  is  frequently  asymptomatic 
and  may  manifest  such  disease  only  by  altera- 
tions in  growth  and  development.  Plotting  of 
height  and  weight  of  children  during  their  years 
of  growth  and  adolescence  on  standardized 
charts,  which  are  widely  available,  provide  the 
clinician  with  one  of  the  most  useful  diagnostic 
tools  in  medicine  today.  With  no  trauma  to  the 
patient,  such  measurements  allow'  the  physician 
to  diagnose  disease  w'ell  before  it  becomes 
symptomatic.  Every  child  seen  by  a physician 
should  be  measured  and  weighed  at  every  visit. 
These  values  should  not  be  simply  written  on  the 
chart,  but  rather  should  be  plotted  on  a well 
standardized  graph  of  age  dependent  normal 
grow  th  patterns.  Only  in  this  manner  can  the 
physician  determine  deceleration  or  alteration 
and  growth  rate  in  a child  and,  thereby,  discover 
a potentially  correctible  disoder  early  in  its 
development  before  permanent  short  stature 
occurs. 

Short  stature  is  deemed  to  be  present  if  the 
height  is  more  than  three  standard  deviations 
below  the  mean  (below  the  third  percentile).1 
However,  early  detection  of  potential  short 
stature  is  a result  of  sequential  plotting  of 
grow'th  rate.  For  instance,  a 4 year  old,  in  the 
90th  percentile  of  the  growth  curve  may  grow  less 
than  one  inch  per  year  and  not  fall  below'  the  3rd 
percentile  for  several  years.  In  such  a case,  failure 
of  normal  growth  velocity  (e.g.  parallel  to  the 
normal  growth  curve)  should  signal  a significant 
abnormality.  During  adolescence,  care  must  be 
taken  to  take  into  account  the  wide  variability  in 
growth  patterns  augmented  by  the  differences  in 
timing  of  the  onset  of  puberty  in  each  individual. 
Ihis  timing  is  frequently  coincident  with  a 
familial  pattern. 

II  growth  retardation  is  demonstrated,  it  is 
preferable  to  initiate  evaluation  at  that  time.  In 
the  evaluation  of  any  patient  historical  informa- 
tion usually  yields  important  and  frequently 
diagnostic  clues.  Perhaps  the  most  important 
information  can  be  obtained  from  the  parents 
growth  record  of  their  child.  When  recorded  on 
the  growth  curve,  however,  such  doorstep  meas- 
urements should  be  indicated  as  such,  since 
parents  are  frequently  overzealous  in  their  desire 
for  their  child  to  grow  and  may  occasionally 
overestimate  height  and  weight  measurements. 
Nonetheless  this  data,  when  plotted  on  the 


normal  growth  curve,  may  in  many  cases  provide 
the  diagnosis  or  at  least  place  this  child  into  a 
single  diagnostic  category.  A complete  history 
including  environmental,  nutritional  and  de- 
velopmental past  and  social  history  are  neces- 
sary. Details  of  the  mother’s  pregnancy,  labor 
and  delivery  are  often  useful  in  evaluating  the 
child  as  is  noted  below.  A careful  review  of 
systems  may  suggest  an  underlying  systemic 
disease.  How'ever,  in  children,  such  systemic 
disease  frequently  goes  unnoticed  by  parent, 
patient  and  physician.  For  example,  it  has  been 
the  author’s  experience  that  severely  hypothyroid 
children  are  able  to  keep  up  quite  well  with  their 
peers  and  their  parents  do  not  relate  a history  of 
constipation,  dry  skin,  fatigue,  hair  changes,  etc. 
Finally,  a family  history  w'ith  special  regard  to 
heihts  and  weights  of  as  many  relatives  as 
possible  and  the  onset  of  puberty  in  relatives  of 
the  same  sex  is  useful  information.  The  physical 
examination  may  yield  certain  characteristics 
which  may  indicate  the  type  of  disease  present. 
For  instance,  dry  skin,  carotenemia,  goiter  and 
delayed  reflexes  may  suggest  hypothyroidism; 
and  webbed  neck,  multiple  nevi,  cubitus  valgus 
and  low  set  hair  line  may  suggest  Turner’s 
syndrome  in  a female. 

Even  after  a careful  history  and  physical  exam- 
ination, the  cause  of  growth  retardation  may  still 
not  be  apparent.  In  these  cases  broad  laboratory 
screening  is  indicated.  I bis  battery  of  screening 
tests  should  screen  basically  for  anemia,  chronic 
infection,  parasitic  disease,  collagen  vascular 
disease,  renal  disease,  inflammatory  bowel  dis- 
ease, chronic  liver  disease,  malabsorption,  Turn- 
er’s syndrome,  hypothyroidism  and  gonadal  and 
adrenal  disease. 

Most  children  seen  at  the  request  of  parents  for 
apparent  short  stature  are  normal.  Approximate- 
ly 35%  of  those  seen  for  short  stature  have  short 
stature  of  benign  nature.  Familial  and  constitu- 
tional short  stature  comprise  the  great  majority 
of  these  patients.1  3 

Most  short  children  represent  cases  of  consti- 
tutional short  stature.  It  is  most  common  in 
males  and  is  most  frequently  discovered  during 
adolescence.  Quite  frequently  family  members 
have  had  the  same  growth  pattern.  Character- 
istically, these  children  have  had  normal  birth 
weight,  but  have  had  slow  growth  throughout 
childhood.  Their  bone  age  as  determined  by 
hand  and  wrist  x-rays  is  usually  slightly  delayed 
but  not  markedly  so  (usually  one  to  one  half 
years).  Quite  often  in  these  individuals,  puberty 
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is  delayed.  When  no  family  history  of  such  an 
abnormality  is  available,  it  is  extremely  difficult 
to  differentiate  this  disorder  from  primordial 
short  stature,  growth  hormone  deficiency  or 
panhypopituitarism.  If  the  diagnosis  of  consti- 
tutional short  stature  is  evident,  the  physician 
can  usually  assure  the  parents  and  the  child  that 
normal  familial  height  will  be  attained. 

Familial  or  genetic  short  stature  is  the  second 
most  common  form  of  short  stature  seen  in  most 
pediatric-endocrine  clinics.  In  these  cases  the 
parents  and  other  relatives  are  usually  short 
compared  to  their  peers.  These  children  charact- 
eristically are  born  with  a normal  birth  weight, 
but  fall  below  the  third  percentile  in  growth 
throughout  their  life.  In  spite  of  this,  however, 
their  growth  rates  do  not  deviate  markedly  from 
normal.  These  children  undergo  puberty  at  a 
normal  age,  compared  to  family  members,  and, 
after  their  growth  spurt,  usually  again  fall  below 
the  third  percentile.  Of  the  familial  or  genetic 
type  of  short  stature,  the  African  pygmy  is  a 
classical  example  of  this  disorder. 

Perhaps  the  next  most  common  form  of  short 
stature  is  that  called  “primordial”.  Such  children 
characteristically  are  short  for  gestational  age  at 
birth.  Their  growth  velocity  is  usually  normal, 
but  remains  below  the  third  percentile  through- 
out life.  Their  onset  of  puberty  is  normal  and 
bone  age  examinations  yield  normal  or  near 
normal  readings.  The  end  result  in  these 
children  is  short  stature  as  an  adult.  These 
children  do  not  follow  the  growth  patterns  of 
their  family  members  and  are  usually  signifi- 
cantly shorter  than  other  family  members.  It  is 
frequently  reassuring  to  these  individuals  that 
their  offspring  will  be  normal  in  growth  rate  and 
height  attained  when  compared  to  their  peers. 
The  term  “primordial  short  stature”  is  at  best  a 
poor  term.  The  reasons  for  primordial  stature  are 
largely  unknown.  The  vague  category  of  placen- 
tal insufficiency  is  considered  to  be  one  possible 
cause.  However,  other  metabolic  and  infectious 
diseases  may  result  in  primordial  short  stature, 
such  as:  Progeris,  toxoplasmosis,  Silver’s  syn- 
drom and  many  others.  Suffice  it  to  say,  the  term 
“primordial  short  stature”  encompasses  a wide 
variety  of  idiopathic  causes  for  short  stature, 
provided  the  above  criteria  are  met. 

Chromosomal  abnormalities  account  for  a 
surprisingly  high  proportion  of  patients  with 
short  stature.  In  males,  Down’s  syndrome  (tri- 
somy 21)  comprises  the  great  majority.  Little 
difficulty  in  diagnosis  is  encountered  on  clinical 


grounds  alone.  In  females,  Turner's  syndrome 
(XO  sex  chromosome  pattern)  accounts  for  the 
primary  chromosomal  cause  of  short  stature.2 
Such  children  are  usually  phenotypic  females 
who  have  rudimentary  streak  gonads  and  remain 
sexually  infantile.  The  findings  of  webbed  neck, 
triangular  facies,  short  stature,  high  arched 
palate,  low  hair  line,  shield-like  chest,  cardiac 
abnormalities,  cubitus  valgus  with  delayed  pub- 
erty and  skeletal  retardation  should  alert  the 
physician  to  this  disorder  in  females.  While 
previosly  it  has  been  stated  that  approximately 
80%  of  the  patients  with  Turner’s  syndrome  carry 
the  XO  sex  chromosome  pattern  and,  hence, 
exhibit  the  classical  features  outlined  above,  it 
has  been  the  author’s  experience  that  a high 
proportion  of  phenotypic  females  with  short 
stature  (40-50%)  represent  patients  with  so-called 
“mosaic”  or  “isochromosome  X"  Turner's  syn- 
drome. Diagnosis  of  the  latter  chromosomal 
abnormality  has  only  come  to  light  in  recent 
years  because  of  improved  methods  of  chrom- 
osomal karyotyping.  They  are  phenotypic  fe- 
males with  sex  fhromatin  positive  buccal  smears 
and  two  X chromosomes  noted  on  karyotype. 
However,  various  abnormalities  or  deletions  in 
long  or  short  arm  of  the  X chromosome  as  well 
as  abnormal  aggregation  of  chromosomal  rend- 
ers one  X chromosome  abnormal.  Other  than 
amenorrhea,  these  patients  may,  therefore,  ex- 
hibit few  manifestations  of  Turner’s  syndrome  if 
any.  It  is  well  advised  in  a female  patient,  who 
fits  into  no  other  category  of  short  stature,  to 
obtain  chromosomal  karyotyping  from  a reli- 
able laboratory  to  exclude  such  types  of  Turner’s 
syndrome.  It  is  not  clear  shy  these  individuals  are 
short  in  stature,  but  recent  evidence  suggests  that 
they  do  not  respond  to  growth  hormone  with  a 
normal  anabolic  response.4  Their  bone  age  is 
generally  quite  similar  to  their  height  age  until 
late  in  development.  After  the  age  of  15  or  16  in 
these  females,  epiphyses  may  be  totally  closed.  In 
such  individuals,  epiphyses  may  be  totally 
closed.  In  such  individuals,  further  growth 
should  not  be  anticipated. 

Hypothyroidism  probably  accounts  for  more 
cases  of  short  stature  than  previously  recognized. 
It  has  only  recently  become  evident  that  Hashi- 
moto’s  thyroiditis  is  a common  cause  ol  goiter  in 
children.3  5 While  classical  signs  of  hypothyroid- 
ism might  be  anticipated  in  such  individuals,  it 
has  been  the  experience  of  the  author  and  many 
other  individuals  that  such  children  may  not  be 
significantly  different  from  their  peers  other  than 
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the  evidence  of  short  stature.6  In  these  individu- 
als, bone  age  is  markedly  retarded  compared  to 
height  age.  The  institution  of  thyroid  hormone 
replacement  usually  results  in  attainment  of 
normal  height. 

In  recent  years  iatrogenic  disease  has  account- 
ed for  a number  of  children  with  short  stature. 
Children  with  iatrogenic  Cushing’s  syndrome 
due  to  treatment  with  short  stature.  Children 
with  iatrogenic  Cushing’s  syndrome  due  to 
treatment  with  corticosteroids  for  collagen  vas- 
cular disease,  asthma,  nephrotic  syndrome,  rheu- 
matoid arthritis,  and  other  disorders  represent 
the  most  common  group.  If  steroids  can  be 
discontinued  at  an  early  age,  normal  height 
attainment  can  be  expected.  However,  if  steroids 
are  continued  past  puberty,  it  can  be  anticipated 
that  the  child  will  be  short  compared  to  his  peer 
group. 

Other  disorders  accounting  for  growth  retarda- 
tion are  shown  in  Table  I.  While  this,  by  no 


TABLE  I 

CATEGORIES  OF  SHORT  STATTRE 

Familial 

Constitutional  (and  delayed  adolescence) 
Primordial  Short  Stature 
Endocrine  Distrubances 

(Growth  hormone  deficiency,  hypothyroidism. 
Cushing's  syndrome,  adrenal  insufficiency) 
Metabolic  Disorders 
Constitutional  Bone  Disease 
Chronu  Systemic  Diseases  and  Malignancies 
Psycho-social  Dwarfism 
Miscellaneous  Syndromes 


means,  accounts  for  all  the  potential  causes  of 
short  stature,  it  encompasses  the  great  majority 
seen  in  most  pediatric  endocrine  clinics. 

In  summary,  the  preceding  discussion  has 
emphasized  the  importance  of  obtaining  ade- 
quate data  concerning  not  only  the  child’s  actual 
height  as  compared  to  standardized  graphs  of 
height  and  weight,  but  also  their  growth 
velocity.  Early  diagnosis  of  systemic  disease  may 
be  made  by  keeping  such  records,  perhaps  the 
most  simple  and  least  traumatic  tool  available  to 
use  in  medicine  today.  It  cannot  be  overempha- 
sized that  maintenance  of  such  records  are 
critical  in  maintaining  the  health  of  children 
today.  When  short  stature  or  deceleration  in 
growth  rate  is  detected  in  any  child,  careful 
history  and  physical  will,  in  most  cases,  result  in 
a diagnosis  and,  hence,  initiation  of  proper 
treatment  and  counseling.  Maintenance  of  such 
records  will  result  in  detection  of  many  potenti- 


ally correctible  causes  for  growth  retardation  and 
may  save  the  child  from  eventual  short  stature  as 
an  adult. 
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THE  AIR  QUALITY 
MONITORING  VAN 


SUZANNE  DANDOY,  M.D. 
ACTING  DIRECTOR 


A major  concern  for  the  State  Department  of 
Health  Services  is  the  quality  of  life  both  now 
and  in  the  future.  An  important  part  of  that 
concern  is  the  quality  of  the  air  we  breathe.  The 
effects  of  air  pollution  upon  health  can  vary 
from  slight  eye  and  nose  irritation  to  more 
serious  effects,  such  as  chronic  respiratory  disease 
or  cancer.  Surveillance  of  the  quality  of  the  air  is 
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an  important  function  of  the  Department’s 
Division  of  Environmental  Health  Services, 
Bureau  of  Air  Quality  Control. 

In  1970,  the  Bureau  acquired  a unique  mobil 
air  monitoring  van  from  the  Beckman  Instru- 
ment Company.  This  was  the  first  mobil  van 
designed  to  conduct  air  sampling  while  traveling 
in  traffic;  it  is  equipped  with  sensitive  instru- 
ments shock-mounted  in  cabinets.  I'he  air  moni- 
toring instruments  include  analyzers  that 
continuously  measure  carbon  monoxide,  ozone, 
total  hydrocarbons,  and  particulates.  In  addi- 
tion, meterological  instruments  mounted  on  the 
van’s  exterior  provide  the  required  weather 
information.  The  data  output  from  all  the 
instruments  is  directed  to  a sophisticated  data 
acquisition  system  that  averages  and  records  the 
results  on  IBM  magnetic  tape  adaptable  for 
computer  processing. 

The  1975  National  Emission  Data  System 
report  for  Arizona  revealed  that  transportation 
sources  such  as  autos,  trucks,  and  aircraft  emit 
35%  of  the  air  pollutants  in  Arizona.  However,  in 
Maricopa  and  Pima  counties,  transportation 
accounts  for  88%  and  77%  respectively,  of  air 
pollution  emissions.  Control  of  air  pollution 
due  to  emissions  from  transportation  sources  is 
currently  the  responsibility  of  the  State.  The  air 
quality  van  has  permitted  the  State  to  monitor 
these  transportation-related  air  pollutants  in 
remote,  but  strategic,  locations. 


In  the  past,  the  air  quality  van  was  assigned  to 
monitor  the  vehicular  pollutants  along  city 
streets  and  intersections  to  determine  the  points 
of  high  pollutant  concentrations.  Governmental 
agencies  considering  construction  of  new  high- 
ways, streets,  airports,  and  even  sports  stadiums 
must  submit  a detailed  environmental  impact 
statement.  A portion  of  the  statement  involves  air 
pollution,  whereupon  these  governmental  agen- 
cies request  our  assistance  in  monitoring  at  the 
proposed  site  of  construction.  The  air  monitoring 
van  is  also  used  to  monitor  the  air  near  facilities, 
i.e.,  sports  stadiums,  fairgrounds,  airports,  high- 
ways, and  shopping  centers,  where  large  num- 
bers of  people  and  cars  accumulate.  Even  the  air 
breathed  by  prisoners  is  important — the  City  of 
Phoenix  Police  Department  requested  that  car- 
bon monoxide  levels  be  measured  in  the  window- 
less  police  wagons. 

The  primary  objective  in  gathering  air  quality 
information  was  to  provide  a data  base  before  the 
state  began  its  Implementation  Plan  for  Air 
Pollution  Control.  Although  the  control  stra- 
tegies developed  in  the  Implementation  Plan  are 
expected  to  achieve  the  required  air  quality 
standards,  there  may  still  be  periods  of  high  air 
pollution  associated  with  regional  or  local 
atmospheric  stagnation  which  could  endanger 
the  health  of  the  citizenry.  The  air  monitoring 
van  can  be  activ  ated  for  emergency  action  during 
such  an  episode. 
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REMINISCENCE 


WILLIAM  B.  McGRATH,  M.D. 

For  a number  of  years  ii  has  troubled  me  that 
our  work  and  our  very  lives  are  lacking  in  design. 
Perhaps  others  share  this  feeling  that  we  are 
pilgrims  in  an  alien  and  uncharted  land.  Outside 
religion  there  does  not  seem  to  be  any  basic  set  of 
beliefs  and  plans  to  guide  us.  If  there  is  anywhere 
a satisfying  philosophy,  it  has  eluded  us. 

Not  long  ago  existentialism  was  in  fashion. 
But  it  depicted  only  the  bleakness  of  humanism. 
It  described  man's  condition  without  explaining 
it.  Stressed  were  such  facts  of  life  as  the 
individual’s  sole  responsibility  for  his  existence 
(becoming)  and  the  “angst”  of  realizing  his  own 
mortality. 

Plato  had  said  it  joltingly:  “All  those  who 
rightly  touch  philosophy  study  nothing  else 
than  to  die;  and  to  be  deadl" 

Hesitant  to  quaff  the  bitter  hemlock,  Socrates 
reflected:  “For  they  say  that  the  soul  of  man  is 
immortal;  and  that  at  one  time  it  comes  to  a 
pause,  which  indeed  they  call  dying,  and  then  is 
born  again;  but  that  it  is  never  destroyed.” 

The  structure  and  strictures  of  language  and 
long  habit  dispose  us  to  contemplate  immor- 


tality with  the  arrow  pointing  only  toward  the 
future.  Hence  incidently  our  tunneled  illusions 
of  cause  and  effect,  beginning  and  end. 

The  ancients  had  a rear-view  mirror.  They 
conceived  a two-way  eternity  and  the  pre- 
existence of  the  soul.  Philosophers  of  the 
Pythagoran  School  expressed  a charming  belief: 
All  learning  is  reminiscence. 

The  proposition  is  not  too  readily  refuted. 
They  pointed  out,  for  example,  that  the  highest 
experiences  of  knowing  are  intuitive.  How 
otherwise  would  the  mind  recognize  a truth 
when  thinking  presents  it?  This  act  of  recogni- 
tion suggests  that  any  ultimate  verity,  such  as  the 
moral  value  of  courage  or  friendship,  had  been 
glimpsed  before  in  the  semi-darkness  of  other 
times  and  other  habitations. 

Socrates  would  later  demonstrate  the  principle 
with  his  dialectic  method,  his  dialogues.  By 
asking  serial  questions  (leading  and  loaded, 
perhaps)  he  could  bring  an  unlettered  slave  to 
recognize  the  theorems  of  geometry,  as  if  such 
knowledge  had  until  then  lain  dormant  in  his 
mind.  A mantra  for  meditation  might  be  the 
awesome  word,  insight. 

The  critic,  Walter  Pater  (1903)  expressed  it 
felicitiously:  “The  law's  and  tricks  of  heredity 
which  we  mistake  for  our  volitions.”  That  which 
the  scientist  discovers  was  there  before  him.  The 
statue  of  David  had  been  sleeping  in  the  block  of 
marble  for  all  eternity.  Long  before  it  came  to 
consciousness  and  composition,  the  first  sym- 
phony of  Mahler  was  microfilmed  and  hidden 
somewhere  in  a double  helix  which  we  call 
RNA.  Is  that  molecule  older  than  mankind, 
older  than  earth? 

Some  time  ago  we  wrote  briefly  about  emer- 
gence. Maybe  with  the  arrow  of  eternity  pointing 
both  ways,  emergence  and  reminiscence  are  the 
same. 

On  purpose  we  have  just  been  hinting  at 
matters  which,  like  Plato's  absolute  beauty,  may 
forever  be  outside  our  field  of  vision.  Yet, 
intellectually  educated  as  we  are,  we  do  long  for 
firm,  well  organized  beliefs  on  which  to  found 
our  lives  and  our  work.  Still  the  search  for 
rational  belief  has  brought  philosophy  no 
enlightenment  since  generations  before  Christ. 

Maybe  our  error  lies  again  in  the  term,  belief. 
For  in  philosophy  as  in  religion  we  struggle 
helplessly  to  understand  what  in  fact  we  should 
appreciate.  We  know  full  well  and  believe  that 
the  sunset  is  neither  rational  1 n real,  but  we 
truly  do  appreciate  it. 
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THE  CHRONIC  PAIN  PATIENT: 
VICTIM  OR  VILLAIN? 

R.  L.  GORRELL,  M.D.,  A.B.F.P. 

At  a recent  symposium  on  the , chronic  pain 
patient,  the  latter  was  called  a skilled  manipu- 
lator, hostile,  unrewarding  both  emotionally  and 
financially,  challenging,  expensive  in  terms  of 
the  public’s  money,  the  physician’s  time  and 
emotions.1  It  was  also  said  that  pain  patients  try 
to  make  their  physicians  suffer  pain. 

What  is  a chronic  pain  patient?  One  who 
suffers  longer  than  the  usual  duration  with  a 
pain  problem.  As  almost  everyone  knows  but 
does  not  realize,  98%  of  acute  pain  subsides 
spontaneously,  i.e.  has  a good  prognosis. 

How  does  the  problem  begin?  How  does  the 
pain  patient  “get  that  way?”  It  may  begin  as  a 
simple  industrial  injury,  a low  back  strain,  or  a 
neck  injury  occurring  during  an  auto  accident, 
or  a torn  muscle  or  ligament  while  pushing  a car 
out  of  the  snow  or  lifting  a heavy  object  or 
twisting  which  causes  a shearing  of  connective 
tissue 

What  is  gradually  becoming  evident  is  that  2 
percent  of  persons  may  suffer  from  recurrent  or 
chronic  pain.  Such  patients  are  not  usually  goal 
oriented.  They  have  no  drive;  they  need  stimuli. 
Persons  who  work  with  chronic  pain  patients 
must  themselves  have  spirit. 

The  patient  must  be  made  aware  of  the  fact 
that  pain  is  a normal  phenomena,  a perception, 
an  experience.  The  doctor  should  try  to  learn 
what  sort  of  person  the  patient  was  before  the 
pain  problem  appeared.  He  should  also  remem- 
ber: 

If  you  can  function  with  chronic 
pain  and  are  not  a complainer, 
you  are  not  a pain  patient. 

From:  10219  Hutton  Drive,  Sun  City.  AZ  85351  (Dr.  Gorrell). 


The  chronic  pain  patient  becomes  an  actor  on 
the  stage  of  life.  He  dominates  his  wife  or 
husband  and  family,  His  audience  also  includes 
friends,  relatives,  ministers,  physicians,  nurses, 
office  and  hospital  staffs,  the  people  who  finance 
his  forays  (compensation  insurance  personnel, 
lawyers.  Medicare  and  Blue  Shield  and  Blue 
Cross,  military  or  retired  military  personnel, 
veteran  personnel),  other  patients  he  meets  in 
offices  and  hospitals. 

The  chronic  pain  patient  manipulates  all 
these  persons.  He  may  reiterate  his  pain  problem 
until  someone  else  in  his  family  or  vicinity 
follows  his  footsteps  to  the  office,  clinic, 
hospital,  operating  room,  pain  clinic,  psychia- 
trist, and  beyond  to  the  uncharted  world  of 
healers  and  charlatans. 

What  does  the  chronic  pain  patient  think 
about  and  talk  about?  (1)  His  pain,  where  and 
when,  but  never  why.  (2)  How  the  pain  interferes 
with  sex,  sleep,  society.  (3)  How  work  would  be 
welcome  but,  alas,  he  cannot.  (4)  His  medicine, 
and  here  he  is  a master:  He  knows  all  their 
names,  both  trade  and  generic,  what  their  actions 
are,  (for  him  at  least)  which  he  wants  refilled 
(usually  the  narcotics,  the  tranquillizers,  the 
sedatives).  If  you  are  horrified  by  the  medication 
he  is  taking  and  criticize  him,  remember  that 
some  physician  somewhere  prescribed  those 
powerful  medicines.  At  the  pain  seminar,  one 
neurologist  grumbeled  that  physicians  seem 
determined  to  make  drug  addicts  out  of  patients 
with  long  term  pain. 

No  one  sits  down  with  the  patient  and 
explains  that  inactivity  causes  atrophy  of  muscles 
and  stiffness  of  joints.  This  has  been  shown 
many  times  by  young  volunteers  who  rest  in  bed 
for  one  to  two  weeks. 

Now  refer  to  the  standard  treatment  for  low 
back  pain,  recommended  in  many  textbooks  and 
medical  articles:  Two  weeks  in  bed.  Plus 

tranquilizers  which  sedate  the  patient  or  may 
even  depress  him  further  and  which  are  not  pain 
relieving,  plus  sleeping  pills  which  have  the 
same  effect  of  killing  his  desire  to  move  and 
improve,  plus  analgesics  which  have  the  same 
effect  and  which  tend  to  become  increasingly 
powerful  and  disruptive  of  normal  body  function. 

If  the  patient  has  a relapse,  the  same  treatment 
is  repeated  with  its  repetition  of  hours  of 
boredom,  incessant  cigarette  smoking,  over- 
eating, looking  at  TV  until  stupefied,  taking  of 
tranquillizers  and  sedatives  and  analgesic  medi- 
cation. His  body  tone  disappears  and  with  it  the 
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will  to  improve,  to  work  and  to  be  happy — in 
other  words,  he  becomes  a chronic  pain  patient. 

THE  WISDOM  OF  THE  BODY 

Both  laymen  and  physicians  have  an  un- 
founded faith  in  medications  and  machines — but 
not  the  human  machine.  They  do  not  believe 
that  the  body  is  an  exquisitely  balanced  machine 
which  responds  to  use  rather  than  to  inactivity. 
Physicians  should  prescribe  (1)  reduction  to 
normal  weight,  (2)  carrying  every  joint  and  the 
spine  through  its  entire  range  of  motion  every 
day,  (3)  exercises  for  each  muscle  system  daily, 
(4)  correct  posture  both  standing,  sitting  and 
lying  down,  (5)  avoidance  of  abnormal  positions, 
i.e.  sitting  as  most  persons  do  it,  standing  in  a 
stiff  manner  without  shifting  weight  from  one 
foot  to  the  other,  leaning  forward  on  a desk  or 
machine,  sitting  comfortably  while  driving  an 
auto,  and  so  on. 

WHAT  THE  PAIN  PATIENT  WISHES 

The  chronic  pain  patient  can  never  go  back, 
back  to  those  sunny  days  when  he  never  had  to 
think  about  his  body  and  its  workings,  when  he 
did  not  know  the  meaning  of  pain  (he  still 
doesn’t). 

The  pain  patient  is  forever  seeking  someone 
who  will  deliver  him  out  of  torment.  He  is  sure 
that  somewhere  is  a magician  who  will  not  only 
entirely  relieve  him  of  all  pain  but  will  put  him 
back  in  time  to  his  pre-pain  condition. 

There  are  many  sad  things  in  medicine  but  one 
of  the  saddest  is  the  person  who  has  had  from  one 
to  four  laminectomies  for  low  back  pain,  who  is 
not  relieved  but  hopes  that  “this  time”  the  right 
nerve  will  be  cut.  Informed  consent  means 
nothing  in  such  cases.  The  patient  does  not 
listen  to  warnings  that  further  surgery  has  a 
declining  chance  of  success  and  an  increasing 
chance  of  failure  to  relieve  the  pain  and  to  bring 
on  other  types  of  pain. 

The  point  is  driven  home  when  such  a patient 
appears  before  a pain  clinic.  The  group, 
comprising  an  anesthesiologist,  neurologist, 
neurosurgeon,  psychologist,  psychiatrist,  ortho- 
pedist and  others  interested  in  dolorology,  have 
heard  about  the  patients  medical  and  surgical 
history,  then  have  examined  the  patient  and 
make  their  recommendations.  If  the  group  does 
not  recommend  further  surgery,  all  too  often  the 
patient’s  brain  filters  out  their  well  meant 
suggestions  and  the  patient  goes  elsewhere. 

Even  sadder  is  the  fact  that  the  patient  may 


search  long  enough  to  find  an  orthopedic  or 
neurosurgeon  who  will  have  compassion  on  him 
sufficient  to  perform  a fifth  or  sixth  laminectomy. 

Other  patients  will  go  on  to  acupuncture, 
nerve  blocks,  trigger  point  injections,  dorsal 
column  stimulators,  hypnosis  and  psychother- 
apy. Because  of  multiple  therapy  to  a single 
individual,  it  is  impossible  to  run  control  groups 
in  pain  therapy.  It  is  difficult  enough  to  have  the 
patient  be  his  own  control. 

Why  doctors  give  up:  One  reason  that  the  pain 
patient  gets  that  way  is  the  sad  fact  that  these 
patients  are  very  difficult  to  treat;  they  seek  an 
impossible  goal  with  little  or  no  effort  on  their 
part;  they  demand  medications  which  the  physi- 
cian does  not  wish  to  prescribe;  they  will  not 
acknowledge  that  what  they  are  doing  is  hurting 
them;  they  are  sure  that  they  do  not  have  an 
emotional  problem;  they  wish  to  continue 
manipulating  their  families  and  the  doctor. 

The  physician  is  not  sure  that  there  is  such  a 
thing  as  chronic  or  recurrent  pain  which  lasts  for 
months  or  years,  since  he  tends  to  refer  such 
patients.  He  may  honestly  think  that  the  whole 
problem  is  psychiatric  in  origin,  anyway.  He 
vaguely  thinks  that  diazepam  relaxes  “spastic 
muscles”  even  though  he  is  not  sure  what  that 
phrase  means;  he  does  not  realize  that  one  5mg. 
tablet  may  depress  a patient  of  60  years  or  older. 

Out  of  a feeling  of  sympathy,  he  prescribes 
pain  medication  which  becomes  increasingly 
more  potent  until  the  narcotics  are  reached,  and 
even  passed.  The  physician  is  soon  bored  by  their 
single  mindedness,  their  desire  to  talk  about  their 
pain  and  their  medication.  He  is  frustrated  by  his 
inability  to  change  the  patient’s  life  pattern,  to 
get  him  out  of  his  depression  and  back  into  life’s 
activities.  He  refers  the  patient  and  the  cycle 
begins  again. 

HOPE  FOR  THE  PATIENT 

The  patient  and  his  family  must  realize  that  he 
can  be  helped,  if  he  wishes  to  do  something 
about  it,  if  he  will  use  his  painful  back  or  joint,  if 
he  will  rejoin  life  mentally,  if  he  will  follow  the 
difficult  road  to  a goal. 

Conclusion:  The  chronic  pain  patient  is  the 
victim  of  himself  and  his  environment.  This  is 
the  classic  story  of  the  Greek  tragedy.  He 
sometimes  appears  to  be  a villain  to  his  family 
and  to  his  physician. 
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) Found  useful  in  the  management  of  vertigo"  associated  with 
liseases  affecting  the  vestibular  system. 

] Can  relieve  nausea  and  vomiting  often  associated  with  vertigo? 

) Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

] Also  available  as  Antivert  (meclizine  HC1)  12.5  mg.  scored 
ablets,  for  dosage  convenience  and  flexibility. 

] Antivert/25  (meclizine  HC1)  25  mg.  Cheivable  Tablets  for 
lausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

1RIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

'INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences —National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective : Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation.  


CONTRAINDICATIONS.  Administration  of  Antivert  (medizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  medizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 


Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group 
Usage  in  Pregnancy:  See  “Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 

vision  have  been  reported  DAGDI/' 

More  detailed  professional  information  available  on  llVVl  IIV3 


request. 
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Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  alread; 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  Anc 
some  physicians  give  verbal  instruc 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I ! 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  ai 
extension  of  drug  labeling. 

The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  Anc 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hanc 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impresse< 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a packagf 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligatior 
to  explain  the  insert. 

Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos-  ! 
sibly  outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  "this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  theyshould  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can't 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone  taking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  fora  placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,  the  A.  M.  A.  and  the  F.D.  A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D. A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


DYAZIDE 

makes  sense 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


For  long-term  control  of  hypertension51 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


* Indications:  Edema:  That  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome:  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum  po- 
tassium. Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 


quently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded;  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  ‘Dyazide’  regularly  for 
possible  blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been  re- 
ported in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of  im- 
pending coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in 
breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  ad- 
verse reactions  that  have  occurred  in  the  adult.  When 
used  during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies 
in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  I 
Concomitant  use  with  antihypertensive  agents  may  j 
result  in  an  additive  hypotensive  effect.  ‘Dyazide’ 
interferes  with  fluorescent  measurement  of 
quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  diz- 
ziness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may  in- 
dicate electrolyte  imbalance),  diarrhea,  constipation, 
other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  c'apsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only).  ! 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  de- 
velops or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may  cause 
small  bowel  stenosis  with  or  without  ulceration. 
Hyperkalemia  ( >5.4  mEq/L)  has  been  reported  in 
4%  of  patients  under  60  years,  in  12%  of  patients  over 
60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  'Dyazide',  check  serum  potassium  fre- 


‘DYAZIDE’ 

Just  once  or  twice  daily  for  maintenance. 
Ilydrochlorotliiazide  to  help  keep 
blood  pressure  down  and  triamterene 
to  help  keep  potassium  levels  up. 


REPRESENTING  THE  PROFESSION 
. . . a fact  sheet  on  the  AMA  in  1975 


The  AMA  is  primarily  a scientific  organi- 
zation. More  than  54%  of  the  AMA’s  budget  is 
spent  to  improve  the  delivery  of  medical  and 
health  care;  12%  to  improve  the  quality  of 
American  medicine;  and  11%  to  improve  the 
public’s  health  knowledge  and  practices.  But 
these  are  mere  percentages. 

In  fact,  every  dollar  the  AMA  spends  is  aimed 
at  helping  the  physician  practice  first-rate 
medicine.  During  the  past  year  some  1,000  bills 
relating  to  medical  and  health  care  were  intro- 
duced in  Congress.  It  is  the  objective  of  the  AMA 
to  see  that  this  legislative  action  furthers,  rather 
than  restricts,  the  quality  of  medical  care  and  the 
ability  of  physicians  to  do  their  best  work. 

Decisions  made  by  the  House  of  Delegates  at 
the  1975  Annual  Convention  assure  that  these 
activities  will  continue.  By  voting  to  increase  the 
dues — to  $250  for  regular  members  and  to  $35  for 
intern  and  resident  members — the  House  provid- 
ed the  means  for  continued  national  represen- 
tation of  the  profession.  The  response  of  the 
membership  to  the  $60  special  assessment  voted 
at  the  1974  Clinical  Convention  indicates  clearly 
that  physicians  want  a strong,  active  AMA  and 
are  ready  to  support  it. 

During  the  financial  crisis  of  last  year — a crisis 
that  the  AMA  shared  with  other  organizations, 
companies,  governments  and  families  across  the 
country — the  AMA  became  leaner  and  tougher. 
Internal  changes  in  management  procedures  and 
budgetary  methods  have  strengthened  the  Associ- 
ation and  given  it  the  ability,  not  only  to  fight 
inflationary  pressures,  but  to  anticipate  medi- 
cine’s problems  and  take  fast  action. 

The  AMA  not  only  survived  its  fiscal  crisis. 
While  struggling  to  survive,  it  found  the  energy 
to  take  an  even  more  aggressive  position  on 
behalf  of  physicians  and  their  patients. 

Here  are  some  of  the  things  that  the  AMA  is 
doing  in  1975: 

AMA  WINS  ROUND  THREE  IN  LEGAL 

BATTLE  OVER  UTILIZATION  REVIEW 
REGULATIONS 

On  May  27,  the  AMA  was  granted  a prelimin- 
ary injunction  against  utilization  review  regu- 
lations requiring  24-hour  concurrent  review  of  all 
hospital  admissions  under  Medicare  and  Medic- 


aid. The  federal  government’s  motion  to  stay  this 
decision  was  denied  on  May  28  by  the  District 
Court  and  on  June  30  by  the  Circuit  Court  of 
Appeals. 

Then,  on  July  22,  the  AMA  won  another 
significant  legal  victory  on  behalf  of  practicing 
physicians.  A three-judge  LJ.S.  Circuit  Court  of 
Appeals  Panel  denied  a motion  by  the  federal 
government  to  cancel  a preliminary  injunction 
against  implementation  of  the  regulations.  The 
Appeals  Court  said  the  AMA  had  “sufficient 
evidence  to  warrant  a preliminary  injunction” 
and  stated:  “T  hese  new  regulations  may  have  the 
affect  of  directly  influencing  a doctor’s  decision 
on  what  type  of  medical  treatment  will  be 
provided,  thus  directly  interfering  with  the 
practice  of  medicine.” 

AMA  SUES  HEW  ON  MAXIMUM 
ALLOWABLE  COST  REGULATIONS 

On  July  28,  1975,  HEW  formally  announced 
that  its  MAC  regulations  would  go  into  effect  in 
nine  months.  The  regulations  set  a maximum 
allowable  cost  for  drugs  administered  to  patients 
under  federal  health  care  programs. 

Four  hours  after  the  HEW  announcement,  the 
AMA  a nnounced  it  would  file  suit  asking  for  a 
declaratory  judgment  that  the  regulations  are 
invalid  and  also  for  a permanent  injunction.  The 
AMA  suit  was  filed  in  U.S.  District  Court  in 
Chicago  on  July  29.  The  AMA  maintains  that 
the  regulations  would  violate  the  constitutional 
rights  of  both  patients  and  physicians  and  would 
create  a labryinth  of  drug  regulations  without 
assuring  favorable  cost  benefits. 

AMA  WINS  FIGHT  TO  PREVENT  FEDERAL 
CONTROL  OF  RESIDENCIES 

I'he  AMA  won  an  important  victory  in  the 
U.S.  House  of  Representatives  when  provisions 
for  federal  control  of  medical  residencies  were 
stricken  from  the  Health  Manpower  Act  of  1975. 
The  original  bill  called  for  federal  restrictions  on 
the  allocation  and  distribution  of  residencies. 

The  AMA  also  strongly  opposed  another 
provision  of  the  bill  requiring  medical  students 
to  pay  back  federal  capitation  grants  given  to 
medical  schools — money  medical  schools  receive 
for  each  student  in  the  institution.  Although  the 
House  supported  the  provisions,  it  was  diluted 
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by  amendments  which  exempt  all  current  stu- 
dents and  which  eliminate  payback  requirements 
for  graduates  serving  in  the  armed  forces. 

AMA  PROTESTS  CHANGES  IN 
ORIGINAL  HMO  CONCEPT 

AMA  fired  the  first  volley  against  legislative 
efforts  to  change  the  intent  of  the  1973  HMO 
law.  In  a strongly  worded  statement  before  the 
House  of  Representatives’  Subcommittee  on 
Health,  AMA  officials  pointed  out  that  proposed 
amendments  to  the  HMO  Act  “would  effectively 
gut  the  HMO  concept"  and  would  convert  a 
demonstration  health  delivery  program  into  a 
mechanism  for  the  funding  of  ordinary  prepaid 
groups.”  The  AMA’s  position  is  that  no  one 
form  of  medical  practice  should  receive  favored 
treatment  from  the  federal  government  over  any 
other. 

AMA  ACTS  TO  SET  UP  PROFESSIONAL 
LIABILITY  REINSURANCE  FIRM 

The  AMA  is  taking  immediate  and  concrete 
action  to  ease  the  medical  liability  insurance 
crisis.  At  the  1975  Annual  Convention,  the 
House  of  Delegates  authorized  the  establishment 
of  an  AMA  reinsurance  company  as  soon  as 
possible.  This  kind  of  insurance  has  been 
unavailable  in  the  open  market.  This  new 
company  would  require  the  participation  of  five 
state  society  insurance  companies  with  a mini- 
mum of  $12  million  in  annual  premiums  and 
AMA  capitalization  of  $1.5  million.  When 
formed,  it  will  provide  a backup  mechanism 
covering  excess  losses  for  those  state  medical 
societies  that  have  established  their  own  medical 
liability  insurance  firms. 

Also,  a special  AMA  staff  task  force  is  working 
actively  with  ite  medical  associations,  state 
legislators,  insurance  and  legal  representatives 
and  others  in  developing  solutions  to  liability 
problems  at  the  state  level. 

AMA  TO  AID  MEMBERS  IN 
THIRD  PARTY  DISPUTES 

In  response  to  the  growing  need  for  counsel  to 
physicians  in  dealing  with  third  parties,  the 
AMA  has  established  a new  Department  of 
Negotiations.  This  department  will  train  state , 
local,  and  specialty  society  executive  staff  and 
societies  members  in  the  art  of  skillful  negoti- 
ations and  will  also  intervene  directly  on  behalf 
of  the  the  profession  in  disputes  of  national 
significance. 


NATIONAL  HEALTH  INSURANCE 

The  AMA  believes  that  any  program  of 
national  health  insurance  must  leave  the  physic- 
ian free  to  practice  in  accordance  with  his 
professional  judgment  and  with  the  right  to  fee- 
for-service.  Similarly,  the  patient  must  be  free  to 
choose  the  type  of  care  and  the  physician  he 
wants.  This  position  is  implicit  in  the  AMA’s 
NHI  plan  that  has  been  introduced  into  the 
Congress  as  HR  6222.  While  actively  advocating 
this  plan,  the  AMA  has  consistently  opposed 
other  NHI  proposals  that  call  for  the  restruc- 
turing of  our  present  health  care  system  and 
increased  federal  involvement  in  the  delivery  of 
care. 

KEOGH  LAW  MODIFICATION 

The  AMA  was  successful  in  convincing 
Congress  to  modify  the  self-employed  tax  retire- 
ment act,  known  as  the  Keogh  law.  The 
modification  increases  the  annual  limits  of 
contributions  a physician  may  make  to  a 
qualified  retirement  plan  on  behalf  of  himself,  as 
a self-employed  individual,  to  15%  of  earned 
income  or  $7,500  a year.  This  single  action  has 
the  potential  to  save  a physician  in  the  40%  tax 
bracket  $1,500  a year,  which  is  six  times  the  $250 
annual  dues  to  the  AMA. 

This  law  also  provides  that  members  of 
professional  corporations  may  set  aside  enough 
funds  to  provide  a maximum  retirement  income 
of  $75,000  a year. 

In  a message  to  the  AMA  House  of  Delegates, 
former  Congressman  Eugene  Keogh  gave  credit 
to  the  AMA  for  developing  the  concept  of  the 
legislation  and  working  for  its  passage.  He  said 
the  lesson  to  be  learned  from  the  experience  with 
this  law  is  that  “an  AMA  united  with  singleness 
of  purpose  is  an  unstoppable  force." 

AMA  MEMBERSHIP  SETS  RECORD 

For  the  third  consecutive  year,  the  AMA  has 
broken  a record  in  dues-paying  membership.  As 
of  August  8,  1975,  the  AMA  had  over  5,000  more 
dues  paying  members  than  at  the  same  time  last 
year,  which  was  an  all-time  record  year.  Member- 
ship among  medical  students  and  housestaff  has 
shown  a 100%  increase.  In  late  August,  AMA 
membership  had  exceeded  its  1974  total. 

COMBINED  MEMBERSHIP 
STRENGTHENS  FEDERATION 

Combined  county,  state,  and  AMA  member- 
ship strengthens  each  level  of  the  Federation  and 
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this  concept  deserves  consideration  in  every  area. 
Studies  have  shown  that  in  states  having  unified 
AMA  membership,  the  policy  has  no  negative 
effect  on  state  and  county  membership.  These 
states  rank  among  the  highest  in  the  nation  of 
Federation  members  to  physician  population. 

The  American  Dental  Association  has  unified 
membership  in  every  state. 

Back  in  1970  Max  H.  Parrott,  M.D.,  who  is 
now  President  of  the  AMA,  summarized  the 
Association’s  major  services  to  members  in  this 
way: 

“It  gives  the  physician  a strong  voice  on 
important  issues. 

“It  gives  the  physician  the  power  to  endure 


against  those  who  would  tamper  with  and 
debilitate  the  nature  of  his  art. 

“It  provides  the  physician  with  an  ethical 
structure  which  would  otherwise  be  imposed 
from  outside  medicine. 

“It  maintains  the  quality  of  medical  care  with 
medical  education  and  accreditation  programs, 
with  scientific  forums  and  publications,  and 
with  constant  surveillance  and  evaluation  of 
medical  practice. 

“It  carries  in  unity  the  strength  for  defense: 
and  it  carries  in  knowledge  and  acquaintance- 
ship the  strength  for  agressive,  positive  action.” 

The  AMA  is  doing  this,  even  more  vigorously, 
today. 


ArMA 

Medical  History 

ARIZONA  MEDICAL  HISTORY  QUIZ 

DRY  GULCH  JAKE 


Almost  every  Journal  now  has  a section 
devoted  to  continuing  medical  education.  In- 
deed, membership  in  our  own  state  association  is 
predicated  upon  assidously  applying  ourselves 
for  hours  to  these  great  and  laudable  endeavors. 
So,  with  the  spirit  of  the  times,  the  followig  short 
review  of  some  Territorial  and  early  State 
medical  happenings  is  presented.  Sorry,  this  is  a 
no  credit  course. 

Q.  1.  Name  this  fabulous,  but  now  little 
known  Nogales  physician  who  had  the  follow- 
ing exciting  travels.  Born  in  London  1838  died  in 
Nogales,  Arizona  1931.  Entered  the  British  army 
and  served  in  South  Africa,  and  after  twelve  years 
service  left  to  study  medicine.  He  entered  medical 
practice  in  1865  in  the  State  of  Nebraska  and  later 
the  Wyoming  area.  Then  on  to  Eureka,  LUah  to 
practice,  when  this  was  a booming  mining 
camp.  The  camp  folded  and  in  1873  he  pushed 
on  to  California  and  practiced  in  San  Francisco 
three  years.  He  was  then  enticed  to  come  to 
Arizona  and  settled  in  Oro  Blanco,  eight  miles 
South  of  Arivaca,  and  here  he  established  the 


only  medical  practice  between  Tucson  A.T.  and 
Hermosillo,  Sonora.  A post  office  there  was 
named  after  his  family  name  and  of  course,  the 
postmistress,  was  the  doctor’s  wife.  Another 
depression  halted  mining  operations  and  he  then 
moved  to  Nogales  in  1893.  Here  he  practiced  for 
many  years.  He  served  in  many  city,  county  and 
state  positions  of  trust. 

Q.  2.  What  Phoenix  physician  and  his  wife 
spearheaded  the  drive  to  establish  a Blood  Bank 
in  Arizona  in  WW  II  times.  When  did  the 
Maricopa  County  medical  Society  take  affirma- 
tive action  to  sponsor  such  an  undertaking? 

Q.  3.  This  ‘‘beloved  practitioner  of  the  art,” 
for  so  he  was  regarded  by  many  patients  and  fel- 
low practitioners  alike,  practiced  in  Tucson 
some  38  years.  He  wrote  some  delightful 
recollections  of  his  early  practice  in  Tucson  and 
especially  those  experiences  when  he  assisted  Dr. 
George  Goodfellow  in  early  perineal  prosta- 
tectomies. He  served  on  the  Board  of  Regents  of 
the  University  and  for  one  term  was  the 
Chancellor.  Along  with  Orville  Harry  Brown, 


ARIZONA  MEDICINE 


M.D.  of  Phoenix,  this  Tucson  physician  began  a 
collection  of  Arizona  Medical  history. 

Q.  4.  What  Arizona  physician  and  surgeon 
served  over  40  years  with  the  U.S.  Army  and 
National  Guard  as  a line  office  but  never  as  a 
military  surgeon,  starting  service  on  the  border 
before  WW  I? 

Q.  5.  What  Phoenix  physician  was  first  to 
diagnose  a case  of  “rabbit  fever,’’  a disease  later 
recognized  a tularemia?  He  was  also  the  first 
Ophthalmologist  to  practice  in  the  State  as  a 
specialist,  brought  the  first  x-ray  tube  to  the 
State,  and  also  the  first  magnet  designed  to 
remove  foreign  metallic  bodies  from  the  eye. 

Q.  6.  Who  is  credited  with  being  the  first  to 
perform  perineal  prostatectomies? 

Q.  7.  This  pioneer  Phoenix  surgeon  first 
proposed  inspection  on  the  accreditation  of 
hospitals  to  the  American  College  of  Surgeons 
and  proposed  that  aid  stations  be  set  up  on  a 
national  scale  to  give  first  aid  in  traffic  accidents. 
The  latter  was  adopted  in  a modified  form  by  the 
American  Red  Cross. 

Q.  8.  What  Prescott  physician  recognized 
that  “hydrophobia  skunks”  were  not  a special 
species  as  indeed  the  department  of  Agriculture 
promolgated,  but  simply  rabid  skunks? 

Q.  9.  What  U.S.  Army  surgeon  serving  in 
Arizona  at  the  time,  won  a congressional  medal 
of  honor  for  his  action  in  one  of  the  last 
campaigns  against  the  Apaches,  when  Gerron- 
imo  was  finally  captured.  This  medical  officer 
later  commanded  the  Rough  Riders,  Roosevelt 
was  the  Executive  officer.  He  went  on  to  become 
Governor  General  of  Cuba,  Chief  of  Staff  of  the 
United  States  Army,  and  later  Governor  General 
of  the  Phillipines. 

Q.  10.  At  what  Arizona  territorial  army  fort 
did  Walter  Reed  serve  as  an  army  surgeon  long 
before  his  yellow  fever  research  made  him 
famous? 

Q.  11.  This  fabulous  early  Prescott  physician 
reintroduced  elk  into  Northern  Arizona  after 
they  had  become  extinct.  As  a matter  of  fact,  they 
had  all  been  murdered  by  hunters.  He  also  served 
as  a state  health  officer,  and  on  one  occasion 


cleaned  up  a smallpox  epidemic  in  the  Benson- 
Douglas  area  by  carrying  in  his  pocket  an 
authority  to  declare  marshal  law,  granted  by  the 
governor,  if  the  residents  down  there  didn’t  turn 
to  and  implement  the  quarantine  which  the  local 
health  officer  had  tried  to  enforce. 

Q.  12.  This  physician  came  to  Arizona  about 
1869  as  an  Acting  Assistant  Surgeon  in  the  Army. 
He  had  a proclivity  for  trouble.  In  1870  he  shot 
and  killed  Mr.  Hughey,  a settler  at  Camp 
Thomas.  But,  apparently  nothing  ever  came  of 
it. 

By  1871  he  had  left  the  army  and  announced 
the  opening  of  his  office  on  Church  Plaza 
opposite  the  convent  in  Tucson,  A.T. 

In  1873  he  was  selected  by  the  Pima  Board  of 
Supervisors  to  care  for  the  indigent  since  his  bid 
for  this  service  was  lowest.  It  included  attendance 
upon  the  indigent  sick  of  the  county,  sick  in  the 
county  jail  for  $45  per  month,  for  hospital 
accomodations  to  include  board,  lodging,  wash- 
ing, fuel,  water  etc.,  for  the  first  patient  at  $55  per 
month  and  each  additional  one  for  $50  a month. 

He  served  on  the  Board  of  Regents  of  the 
Elniversity  of  Arizona  and  was  the  first  Chancel- 
lor. 

On  September  25,  1891  he  engaged  in  a street 
fight  with  an  attorney,  Francis  J.  Heney,  and 
during  the  altercation  the  doctor  was  shot.  In 
fact,  his  belly  was  perforated  several  times.  This 
occured  at  Church  and  Pennington  streets  in 
Tucson. 

Dr.  Goodfellow,  then  famous  for  his  treatment 
of  gunshot  wounds  in  Tombstone,  was  summon- 
ed. Goodfellow  operated  and  repaired  the  intest- 
inal wounds,  but  the  wounded  doctor  died  of 
shock  and  hemorrhage. 

It  turned  out  that  the  attorney,  Mr.  Heney, 
represented  the  doctor’s  wife  in  her  suit  for 
divorce,  this  led  to  the  ill  feeling. 

At  the  conclusion  of  the  hearing  the  attorney 
was  released  by  the  judge  who  stated,  “The 
conclusion  I arrive  at  in  this,  is  that  the 
defendant  in  this  instance,”  acted  in  necessary 
self-defense  and  committed  a justifiable  homi- 
cide.” Answers  on  page  837 
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Letters  to  Editor 

J 


Dear  Editor: 

Anti-Hypochondriasis? 

‘‘Don  Juan:  The  doctors  of  medicine  bade  me 
consider  what  I must  do  for  my  body,  but  I told 
them  that  I was  not  a hypochondriac.  So,  they 
called  me  ignoramus,  and  went  their  way.  The 
doctors  of  divinity  told  me  what  I must  do  for  my 
soul,  but  I told  them  that  I was  no  more  a 
spiritual  hypochondriac  than  a bodily  one.  So, 
they  called  me  atheist,  and  went  their  way.” 
George  Bernard  Shaw:  Man  and  Superman 

Don  Juan  would  have  been  welcome  as  a 
patient  of  Dr.  William  McGrath,  judging  from 
his  editorial  “Vice-Advice”  in  the  July  1975  issue 
of  Arizona  Medicine.  Dr.  McGrath  shows  excel- 
lent understanding  of  the  fact  that  patients  will 
only  do  what  they  really  want  to  do.  Many 
harmful  habits  are  indeed  only  a person’s 
assertion  of  his  inalienable  right  to  be  master  of 
his  body. 

However,  if  we  permit  patients  to  do  what  we 
consider  harmful  to  their  health,  we  run  smack 
up  against  the  first  aphorism  of  Hippocrates: 
“The  physician  must  not  only  be  prepared  to  do 
what  is  right  himself,  but  also  to  make  the 
patient,  the  attendants  and  the  externals  co- 
operate”. 

So  there  we  are,  between  a rock  and  a hard 
place.  A psychiatrist  tells  us  that  we  should 
seldom  if  ever  tell  a patient  to  quit  smoking.  The 
psychiatrist,  however,  does  not  perform  surgery 
for  cancer  of  the  lung,  nor  does  he  give 
respiratory  therapy  in  his  office.  Smoking  is 
indeed  harmful,  and  nobody  should  do  it. 
(Imagine  such  a statement  from  one  who 
received  his  M.D.  from  Duke  University,  a school 
which  owes  its  existence  to  tabacco!  Talk  about 
ingratitude!)  The  question  is:  How  do  we  get 
people  to  give  it  up?  I tell  my  patients:  “If  you 
can  find  a way  to  quit  smoking,  let  me  know 
about  it.  I'll  write  a book,  and  we’ll  both  get 
rich”. 

Excessive  use  of  alcohol  has  also  been  shown 
beyond  reasonable  doubt  to  be  harmful  to  health. 
However,  Dr.  McGrath  very  correctly  states  that 
“A  person  (note  Dr.  McGrath’s  avoidance  of  the 
term  “patient”)  who  has  become  dependent  on 


alcohol  for  relaxation  can  hardly  imagine  doing 
without  it”.  Scripture  also  agrees  with  Dr. 
McGrath:  “Give  wine  unto  him  who  is  of  heavy 
heart.  Let  him  drink,  and  forget  his  poverty,  and 
remember  his  misery  no  more.”  (Proverbs, 
XXXI,  6-7,  not  verbatim) 

Bad  habits  may  be  viewed  as  sins  or  diseases. 
Either  way,  the  physician  must  deal  with  them. 
It  seems  to  me  that  the  physician  has  three 
choices: 

1.  Continue  to  let  the  patient  do  as  he  pleases 
and,  when  a predictable  misfortune  occurs, 
tell  the  family  “I  told  you  so”,  and  continue 
to  charge  the  usual  fees. 

2.  “Cop  out.”  Tell  the  drinkers  and  smokers 
and  gluttons  to  get  rid  of  their  bad  habits, 
and  return  to  you  for  medical  help  only 
when  they  have  “shaped  up”. 

3.  Salesmanship. 

Howard  Hyde,  M.D. 

Casa  Grande,  Arizona 


Dear  Editor: 

Mea  Culpa;  but  I did  try  to  equivocate  and 
dilute  dogmatism  of  “Vice-Advice”  in  last  two 
paragraphs. 

William  B.  McGrath,  M.D. 


Book  Review 


Beneficient  Euthanasia 
Marvin  Kohl  and  twenty  contributors 
Prometheus  Books,  Buffalo,  N.Y.,  255  pp 
$10.95  haidcover  $4.95  paperback 

These  essays  go  the  full  range  and  discuss  the 
ethical,  philosphical,  theological,  legal  and 
medical  aspects  of  euthanasia.  Like  abortion, 
Euthanasia  is  becoming  a household  word  and 
in  this  concise  treatise  is  an  excellent  overview  of 
present  day  opinions.  It  deserves  your  under- 
standing— whether  we  approve  or  not  is  an 
individual  choice. 

John  W.  Kennedy,  M.D. 


"X 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

HEALTH  MANPOWER  COMMITTEE 

The  meeting  of  the  Health  Manpower  Committee  of  the 
Arizona  Medical  Association.  Inc.,  Wednesday,  July  9,  1975  at 
810  West  Bethany  Home  Road,  Phoenix.  Arizona  convened  at 
6:-45  p.m.,  Louis  C.  Kossuth,  M.D.,  Chairman,  presiding. 

MINUTES 

The  Minutes  of  the  meeting  of  November  20.  1971  were 
approved  as  distributed. 

NEW  MEMBERS 

New  members  of  the  Committee  were  introduced,  and  all 
present  were  asked  to  identify  themselves  and  briefly  describe 
their  background. 

ACTIVITIES  OF  PREVIOUS  YEAR 
AND  CHARGE  TO  COMMITTEE 

Dr.  Kossuth  referred  the  Committee  to  his  annual  report 
for  1974-75,  and  pointed  out  that  much  activity  of  the 
Committee  was  c entered  in  the  Sec t ion  on  Rutal  and  Migrant 
Health,  which  became  a part  of  the  Health  Manpower 
Committee  within  the  past  year. 

The  Section  of  the  Bylaws  whic  h defines  the  charge  to  the 
Committee  was  read. 

Dr.  Kossuth  pointed  out  several  objectives  which  he 
considers  of  importance: 

1.  The  continuing  need  to  define  the  areas  of  need  for 
physicians  in  Arizona.  Much  statistical  data  has  been 
collected,  but  no  c (inclusive  definitions  have  been  established. 

2.  The  possibilities  for  upward  mobility  for  ancillary 
personnel — opening  up  opportunities  for  their  advancement 
and  development. 

3.  Development  of  plans  of  action  with  regard  to  the 
various  things  mandated  b\  the  Federal  genet nment  whie  h are 
in  the  pun  iew  of  this  Committee  rather  than  only  te-ac  ting  to 
these  Federal  regulations. 

RECOMMENDATIONS  OF  THE  SECTION  ON 
RURAL  AND  MIGRANT  HEALTH 

Dt . Nichols  explained  that  three  recommendations  con- 
cerning methods  of  attracting  physicians  to  rural  areas  had 
been  forwarded  to  the  Board  ol  Dim  tors  and  then  referred 
back  to  the  Sec  tion  to  be  studied  furthei  in  light  ol  comments 
made  by  Neal  Vanselow,  M.D.,  Dean  of  the  College  of 
Medic  ine,  in  response  to  the  recommendations. 

The  Section  revised  the  recommendations,  and  again  the 
Dean's  comments  were  sought.  These  revised  recommenda- 
tions were  presented  to  tins  Committee  lot  then  consideration, 
as  follows: 

1.  That  the  Arizona  Medic  al  Assoc  iation  consider  sponsor- 
ship or  co-sponsorship  of  a realistic  and  thorough  assessment 
of  the  actual  health  manpowet  needs  of  the  State  of  Arizona, 
county  by  county  (taking  into  account  those  areas  where 
health  service  areas  cross  county  lines,  and  considering  needs 


for  physicians,  paraprofessionals,  etc.),  this  survey  to  be 
conducted  by  a person  with  broad  experience  in  community 
health  c are,  preferably  a pity  sic  ian  with  exper ience  in  both  the 
public  and  private  sectors,  working  in  conjunction  with  an 
advisory  committee  c omposed  of  persons  representing  various 
health  disciplines. 

2.  The  possibilities  for  upward  mobility  for  ancillary 
program  whereby  ('  of  A College  of  Medicine  students  and 
spouses  would  be  encouraged  during  theii  Freshman  year  to 
he  the  guests  for  two  to  three  days  in  the  homes  of  private 
physic  ians  in  outlying  Arizona  communities,  on  an  elective- 
basis.  It  would  be  the  host  physician's  responsibility  to 
introduce  the  student  to  colleagues,  community  leaders,  etc., 
and  to  acquaint  him  with  the  medical  facilities  and 
opportunities  available,  and  hopefully  to  aid  in  arrangements 
for  the  student  to  address  the  lot  al  senior  high  school  c lass  on 
the  subject  of  medical  career  opportunites  In  addition,  it  is 
recommended  that  rural  physicians  be  encouraged  to  host 
members  of  the  medic  al  sc  hool  faculty  in  a similar  fashion,  on 
an  elec  live  basis. 

3.  1 hat  the  At  izona  Medic  al  Assoc  iatiotr  enc outage  the  T of 
A College  of  Medicine  in  the  further  expansion  of  its 
curriculum  tonic  little  as  a phase  III  elec  tire  six  tot  welve  weeks 
with  a preceptor  selected  in  manner  designed  to  ensure  a 
beneficial  ecluc  at  ion  experience  for  the  student . with  a c ost  ol 
living  stipend  to  be  made  available  by  mutual  consent  of  the 
student,  the  preceptor  and  the  College  ol  Medicine. 

Dr.  Melick  pointed  out  that  much  ol  the  information 
referred  to  in  Section  I was  already  available,  and  that 
Regional  Medical  Program  would  be  continuing  their 
placement  work  for  the  next  year  or  until  suc  h time  as  their 
funding  ran  out. 

Dt . Nic  hols  indie  a ted  that  what  the  Sec  tion  was  seekitrg  was 
not  pure  statistics,  but  a more  personal  approach  to  the 
problem,  with  the  objective  being  to  publish  a directors  of 
sorts  that  could  be  made  available  to  physicians  entering 
Arizona  which  would  give  an  updated  idea  as  to  the  specific 
health  care  needs  to  various  locations  in  the  State. 

After  considerable  further  discussion,  the  following  action 
was  taken: 

1 1 WAS  MOVED  ANDCARRIED  THATTHE  ARIZONA 
MEDICAL  ASSOCIA  I ION  CONSIDER  SPONSORSHIP 
OR  CO-SPONSORSHIP  OF  A REALISTIC  AND  THOR— 
OUCH  ASSESSMENT  OF  THE  ACTUAL  HEALTH 
MANPOWER  NEEDS  OF  I HE  S PATE  OF  ARIZONA, 
COUNTY  BY  COUNTY  (FAKING  INFO  ACCOUNT 
THOSE  AREAS  WHERE.  HEALTH  SERVICE  AREAS 
CROSS  COUNTY  LINES,  AND  CONSIDERING  NEEDS 
FOR  PHYSICIANS.  PARAPROFESSIONALS,  EIC:.). 

The  Section  is  to  be  instructed  to  arrange  to  meet  with  the 
Arizona  Department  of  Health  Set  vie  es  and  Regional  Medical 
Programs  to  see  how  they  might  all  work  together  to 
accomplish  the  objectives  of  the  above  recommendation. 

I he  second  recommendation  ol  the  Section  brought 
suggestions  that  the  aid  of  the-  county  medic  al  sot  ieties  and  or 
the  Arizona  Academy  ol  Family  Physicians  might  he  solic  ited 
m implementing  sue  h a program. 

With  one  dissenting  vote,  the  following  ac  tion  was  taken: 

II  WAS  MO  V E D A N D CAR RIED  TH  AT  TH E AR I ZONA 
MEDICAL  ASSOCIATION  SPONSOR  A PROGRAM 
WHEREBY  U OF  A COLLEGE  OF  MEDICINE  STU- 
DENTS AND  SPOUSES  WOULD  BE  ENCOURAGED 
DURING  THEIR  FRESHMAN  YEAR  TO  BE  THE  GUESTS 
FOR  TWO  TO  THREE  DAYS  IN  THE  HOMES  OF 
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PRIVATE  PHYSICIANS  IN  OUTLYING  ARIZONA 
COMMUNITIES,  ON  AN  ELECTIVE  BASIS.  IT  WOULD 
BE  THE  HOST  PHYSICIANS  RESPONSIBILITY  TO 
INTRODUCE  THE  STUDENT  TO  COLLEAGUES, 
COMMUNITY  LEADERS.  ETC..  AND  TO  ACQUAINT 
HIM  WITH  THE  MEDICAL  FACILITIES  AND  OPPOR- 
TUNITIES AVAILABLE.  AND  HOPEFULLY  TO  AID  IN 
ARRANGEMENTS  FOR  THE  STUDENT  TO  ADDRESS 
THE  LOCAL  SENIOR  HIGH  SCHOOL  CLASS  ON  THE 
SUBJECT  OF  MEDICAL  CAREER  OPPORTUNITIES.  IN 
ADDITION',  IT  IS  RECOMMENDED  THAT  RURAL 
PHYSICIANS  BE  ENCOURAGED  TO  HOST  MEMBERS 
OF  THE  MEDICAL  SCHOOL  FACULTY  IN  A SIMILAR 
FASHION.  ON  AN  ELECTIVE  BASIS. 

Discussion  of  recommendation  III  resulted  in  the  following 
action: 

IT  WAS  MOVED  AND  CARRIED  THAT  THE  ARIZONA 
MEDICAL  ASSOCIATION  ENCOURAGE  THE  U OF  A 
COLLEGE  OF  MEDICINE  IN  THE  FURTHER  EXPANS- 
ION OF  ITS  CURRICULUM  TO  INCLUDE  AS  A PHASE 
III  ELECTIVE  A SIX  TO  TWELVE  WEEK  CLERKSHIP  IN 
FAMILY  PRACTICE  AND  COMMUNITY  MEDICINE, 
DESIGNED  SO  AS  TO  ENSURE  A BENEFICIAL 
EDUCATIONAL  EXPERIENCE  FOR  THE  STUDENT, 
AND  BY  MUTUAL  CONSENT  OF  THE  STUDENT,  THE 
PRECEPTOR  AND  THE  COLLEGE  OF  MEDICINE.  A 
COST  OF  LIVING  STIPEND  WOULD  BE  MADE 
AVAILABLE  FROM  SOURCES  OUTSIDE  THE  COL- 
LEGE OF  MEDICINE. 

29TH  NATIONAL  RURAL  HEALTH  CONFERENCE 

Dr.  Nichols  reported  on  the  planning  session  for  the  above 
conference  held  May  31,  1975,  with  persons  invited  from  many 
other  organizations  in  Arizona  who  might  be  concerned.  The 
Conference  will  he  held  at  the  Hyatt  Regency  Hotel  in 
Phoenix  on  April  8 and  9.  1976. 

The  Section  members  have  recommended  that  we  combine 
the  efforts  of  the  Arizona  Rural  Health  Conference  with  the 
National  Conference,  rather  than  attempt  to  hold  a separate 
Arizona  Conference  in  1976. 

Dr.  Nichols  pointed  out  that  financial  support  was  needed 
to  help  finance  some  of  the  functions  of  the  Conference,  such 
as  a medical  student  luncheon  and  get-acquainted  reception, 
etc.,  and  that  at  previous  National  Conferences  such  support 
had  been  provided  locally  by  State  Hospital  Associations,  Blue 
Cross  Blue  Shield,  Dental  Associations,  etc. 

IT  WAS  MOVED  AND  CARRIED  THAT  THE  ARIZONA 
MEDICAL  ASSOCIATION  JOIN  WITH  THE  AMERICAN 
MEDICAL  ASSOCIATION  IN  SHARING  COSTS  OF  THE 
29TH  NATIONAL  RURAL  HEALTH  CONFERENCE. 
WHCH  WILL  BE  COMBINED  WITH  THE  5TH  ARIZONA 
RURAL  HEALTH  CONFERENCE.  ALSO,  THAT  ArMA 
INVITE  OTHER  INTERESTED  ORGANIZATIONS  TO 
JOIN  IN  CO-SPONSORSHIP  OF  THIS  EVENT. 

The  exact  involvement  of  the  Section  or  Rural  Migrant 
Health  and  other  local  Arizona  groups  will  be  better  identified 
in  the  Fall  when  Dr.  Bible  has  indicated  he  will  have  more  firm 
plans. 

REGIONAL  MEDICAL  PROGRAM 

Physician  Placement  Program 

Mr.  Ted  McFarlan  reported  the  history  of  this  joint 
Regional  Medical  Program-Arizona  Medical  Association 
program.  He  stated  that  at  the  inception  of  the  program  it  had 
been  hoped,  by  June  30,  1975,  to  have  interviewed  fifteen 
physicians.  Nurse  Practitioners  and  Physician  Assistants  for 
underserved  areas,  with  a commitment  from  five.  As  of  the 


above  target  date  they  had  actually  interviewed  seventeen,  and 
had  placed  seven. 

THE  COMMITTEE  WOULD  LIKE  TO  GO  ON 
RECORD  WITH  A COMMENDATION  OF  THE  ARI- 
ZONA REGIONAL  MEDICAL  PROGRAMS  FOR  THE 
FINE  RESULTS  IT  HAS  ACHIEVED  IN  THE  PLACE- 
MENT PROGRAM. 

Status  of  the  Regional  Medical  Programs 

Dermont  W.  Melick,  M.D.,  reported  on  the  history  of  the 
Regional  Medical  Program,  w rich  presently  is  scheduled  to 
be  phased  out  by  June  30,  1976,  when  Arizona  would  have 
established  it  four  health  service  agencies. 

With  the  funding  available,  Regional  Medical  Program 
intends  to  continue  the  programs  now  underway,  with  strong 
emphasis  on  underserved  areas,  including  the  health 
manpower  program. 

AIR  TRANSPORT  PROGRAM 

John  B.  Miller,  M.D.,  reported  on  the  program  presented  to 
the  committee  some  months  ago  by  a medical  student  from 
Louisiana,  which  consisted  of  transporting  residents  by  air  to 
treat  patients  in  underserved  areas. 

Dr.  Miller  stated  that  he  felt  the  cost  figures  presented  to 
the  committee  were  grossly  underestimated,  and  that  such  a 
program  would  not  be  economically  feasible  for  Arizona  at 
the  present  time,  but  might  be  given  further  study  at  some 
future  date. 

THE  COMMITTEE  DECIDED  TO  TABLE  THE 
MATTER  AND  CARRY  IT  AS  AN  ITEM  OF  UNFINISH- 
ED BUSINESS  UNTIL  SUCH  TIME  AS  MORE  DEFINI- 
TIVE INFORMATION  MIGHT  BE  FORTHCOMING. 

FUTURE  PROGRAM  OF  COMMITTEE 

Article  in  June  1975  “Military  Medicine” 

Copies  of  an  article  entitled  “Government  and  Private 
Medicine:  Future  Directions”  were  distributed  for  infor- 
mation. 

Survey  of  Specialty  Societies 

Dr.  Kossuth  reported  that  Presidents  of  all  Arizona 
specialty  societies  have  been  approached  for  information  as 
to  the  numbers  of  physicians  of  each  specialty  required  for  a 
given  population.  This  material  will  be  gathered  during  the 
next  few  months  and  will  be  available  in  December. 

Liaison  with  other  Committees 

In  response  to  a question  from  one  of  the  members 
regarding  liaison  with  Medical  Education  activities,  it  was 
pointed  out  that  through  the  ex-officio  members  (President, 
President-Elect  and  Secretary)  there  is  interrelationship  with 
all  other  committees  of  ArMA. 

It  was  suggested  that  George  D.  Comerci,  M.D.,  Associate 
Dean  for  Continuing  Medical  Education  at  the  El  of  A 
College  of  Medicine,  be  invited  to  join  in  the  proposed 
discussions  between  the  Regional  Medical  Program — Ari- 
zona Department  of  Health  Services — Rural  Health  Section. 

Psychiatric  Care  for  Prison  Patients 

It  was  indicated  that  passage  of  Senate  Bill  No.  1201  could 
cause  an  influx  of  state  prison  patients  to  the  Arizona  State 
Hospital,  and  concern  was  expressed  as  to  whether  the  State 
Hospital  is  prepared  for  this  possibility.  Dr.  Robert  St.  John, 
M.D.,  was  asked  to  research  this  matter  and  report  back  to  the 
Committee  at  their  next  meeting. 

M.D.  — D.O.  LICENSURE 

Dr.  Nichols  reported  that  the  Kevin  Ware  situation  is  still 
unresolved.  He  was  urged  to  contact  Mr.  Gary  Barnett  ter 
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work  for  a special  bill  in  (he  next  Legislature  which  might 
provide  a means  by  which  Kevin  Ware  could  be  licensed. 

NEXT  MEETING 

The  next  meeting  will  be  in  September,  date  to  be 
announced. 

Meeting  adjourned  at  9:18  p.m. 

William  E.  Crisp,  M.D. 

Secretary 

by  Misty  Coumbe 
Associate  Executive  Director 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

MATERNAL  AND  CHILD  HEALTH  CARE  COMMITTEE 

The  meeting  of  the  Maternal  and  Child  Health  Care  Com- 
mittee of  the  Arizona  Medical  Association,  Inc.,  held  July  30, 
1975,  at  810  West  Bethany  Home  Road,  Phoenix,  AZ, 
convened  at  6:59  p.m.,  Raymond  J.  Jennett,  M.D.,  Chairman, 
presiding. 

MINUTES 

The  minutes  of  the  meeting  held  December  5,  1974,  were 
approved  as  distributed. 

SECTION  ON  SERVICES  FOR  CHILDREN 

Patient’s  Hospital  Charges 

IT  WAS  MOVED  AND  CARRIED  TO  RECOMMEND 
TO  THE  BOARD  OF  DIRECTORS  THE  FOLLOWING 
RESOLUTION  DEALING  WITH  PROVIDING  PHYSI— 
ANS  WITH  COPIES  OF  THEIR  PATIENT'S  HOSPITAL 
BILLS. 

WHEREAS,  THE  COST  OF  HOSPITAL  PATIENT 
CARE  HAS  BEEN  INCREASING  AT  A 
SIGNIFICANT  RATE:  AND 

WHEREAS.  EACH  MEMBER  OF  THE  HEALTH  PRO- 
FESSIONS SHOULD  ASSUME  RESPONSI- 
BILITY FOR  EFFECTIVE  COST-CON- 
TAINMENT; AND 

WHEREAS,  MANY  PHYSICIANS  ARE  UNAWARE  OF 
THE  COST  OF  SPECIFIC  LABORATORY 
SERVICES,  TESTS  AND/OR  EXAMINA- 
TIONS THEY  ORDER:  AND 

WHEREAS,  AWARENESS  OF  SUCH  CHARGES 
WOULD  PROVIDE  THE  PHYSICIAN 
WITH  MORE  COMPREHENSIVE  DATA 
RELATIVE  TO  PATIENT  CARE;  THERE- 
FORE BE  IT 

RESOLVED:  THAT  THE  ARIZONA  MEDICAL  ASSOCI- 
ATION ENCOURAGE  ESTABLISHMENT 
OF  A PROCEDURE  WHEREBY  AN  ITEM- 
IZED STATEMENT  OF  A PATIENT’S 
HOSPITAL  CHARGES  WOULD  BE  SUB- 
MITTED WEEKLY  OR  AT  THE  END  OF 
THE  HOSPITAL  STAY  TO  THE  AT- 
TENDING PHYSICIAN  IF  THERE  IS  NO 


PRIVATE  PHYSICIAN.  THE  STATE- 
MENT SHOULD  BE  SENT  TO  THE  DI- 
RECTOR OF  THE  MEDICAL  SERVICE  OR 
PROGRAM  RESPONSIBLE  FOR  PAT- 
IENT CARE. 

EPSDT  Regulations 

Dr.  Friedman  reviewed  the  status  of  the  subject  regulations 
and  the  preamble  prepared  by  the  Section  on  Services  for 
Children. 

IT  WAS  MOVED  AND  CARRIED  TO  REFER  THE 
GUIDELINES  AND  RULES  AND  REGULATIONS  FOR 
EPSDT  FOR  THE  MEDICAID  PROGRAM  FOR  ARI- 
ZONA, WITH  REVISIONS  AS  SUGGESTED  BY  THE 
SECTION  ON  SERVICES  FOR  CHILDREN,  TO  THE 
SECTION  ON  MEDICAID  AT  I HEIR  NEXT  MEETING, 
WITH  THE  PREAMBLE  DEVELOPED  BY  THIS  SEC- 
TION, WHICH  READS  AS  FOLLOWS: 

“EARLY  AND  PERIODIC  SCREENING,  DIAGNOSIS 
AND  TREATMENT  IS  A SERVICE  TO  BE  PROVIDED 
UNDER  MEDICAID.  IT  IS  DIRECTED  PARTICULARLY 
AT  THE  POPULATION  FROM  BIRTH  TO  21  YEARS  OF 
AGE.  IT  IS  EMPLOYING  PREVENTIVE  HEALTH 
PRACTICES  THROUGH  HEALTH  SCREENING  AND 
HOME  COUNSELING  TO  DETECT  POSSIBLE  HEAL- 
TH PROBLEMS  IN  A POPULATION  NORMALLY  NOT 
IN  THE  MAINSTREAM  OF  HEALTH  CARE  AND  A 
POPULATION  WHO  CONSTITUTE  HIGH  RISK.  IT 
GOES  WITHOUT  SAYING  THAT  HEALTH  DEFICIEN- 
CIES OR  HIDDEN  PROBLEMS  DETECTED  EARLY  ARE 
OFT-TIMES  REMEDIAL  AND  CERTAINLY  CON- 
TROLLABLE. IF  THE  OPPORTUNITY  TO  CONTROL 
OR  REMEDY  IS  LOST,  HEALTH  PROBLEMS  TEND  TO 
LEAD  TO  INCAPACITY  OR  SERIOUS  ILLNESS  LATER 
IN  LIFE.  IF  EPSDT  IS  EFFECTIVELY  IMPLEMENTED 
IT  OFFERS  THE  PROMISE  OF  REDUCING  CHRONIC 
ILLNESS  AND  DISABILITY  IN  FUTURE  GENERA- 
TIONS. IT  WILL  PROVE  TO  BE  THE  MOST  DIFFI- 
CULT SERVICE  TO  PROVIDE  OF  ALL  MEDICAID 
REQUIREMENTS.  ITS  IMPORTANCE,  HOWEVER.  TR- 
ANSCENDS ALL  OTHERS. 

TRADITIONALLY,  THE  SICK  UTILIZE  MORE  THAN 
80%  OF  ALL  HEALTH  RESOURCES— COSTLY  RE- 
SOURCES—WHICH  ACHIEVES  A LEVEL  OF  MAIN- 
TENANCE ONLY  THIS  ENORMOUS  COST  IS  LEGITI- 
MATELY USED  ON  APPROXIMATELY  10%  OF  ARI- 
ZONA'S OR  THE  UNITED  STATES'  POPULATION— 
THE  SICK 

THE  SECTION  ON  SERVICES  FOR  CHILDREN  OF 
THE  MATERNAL  AND  CHILD  HEALTH  CARE  COM- 
MITTEE OF  THE  ARIZONA  MEDICAL  ASSOCIATION 
ASSUMES  AN  ADVOCACY  ROLE  IN  URGING  FULL 
IMPLEMENTATION  OF  EPSDT  AND  EMBRACES  IT  IN 
THE  CONTEXT  OF  PREVENTIVE  HEALTH  SER- 
VICES. IT  MUST  RECEIVE  THE  EMPHASIS  IT  TRULY 
DESERVES. 

THE  SECTION  ON  SERVICES  FOR  CHILDREN  HAS 
EVALUATED  THE  SERVICE  FOR  CHILDREN  PRO- 
GRAMS NATIONWIDE.  IT  HAS  SOLICITED  OPINIONS 
FROM  EXPERTS.  THE  COMMITTEE'S  OWN  EX- 
PERTS, AFTER  MONTHS  OF  STUDY  AND  DISCUSS- 
ION, HAVE  DEVELOPED  AN  EPSDT  SYSTEM  FOR 
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ARIZONA.  WE  ARE  THE  LAST  STATE  TO  IMPLE- 
MENT MEDICAID.  NOW  WE  HAVE  THE  OPPORTUN— 
ITY  TO  PROVIDE  THE  MEDICALLY  NEEDY  THE 
BEST  PREVENTIVE  HEALTH  SERVICES. 

THERE  MAY  NOT  BE  UNANIMITY  ON  THE  HEAL- 
TH SCREENING  TESTS  TO  BE  EMPLOYED  NOR  ON 
THEIR  PERIODICITY.  TIME  AND  EXPERIENCE  WILL 
HELP  MAKE  THEM  MORE  EFFECTIVE  PROCEDURES. 
THE  CONCEPT  OF  EPSDT  IS  SOUND  AND  IN  THE 
ESTIMATION  OF  THE  SECTION  ON  SERVICES  FOR 
CHILDREN  WILL  REDUCE  IN  TIME  COSTLY  HEALTH 
MAINTENANCE  PROCEDURES  AND  WILL  LEAD  TO 
THE  DEVELOPMENT  OF  A HEALTHIER.  MORE  PRO- 
DUCTIVE SOCIETY  IN  DECADES  TO  COME.” 

SECTION  ON  MATERNAL  SERVICES 

No  report. 

SECTION  ON  PERINATAL  SERVICES 

DHS  Rules  and  Regulations  hearing  6 30  75 

Belton  P.  Meyer.  M.D.  reported  on  the  6/30/75  hearing.  He 
indicated  that  rules  and  regulations  regarding  nurseries  had 
not  been  adopted  to  date  and  that  Dr.  Dandoy  had  agreed  to 
delay  implementation  until  they  can  be  properly  adopted. 
RECEIVED. 

Arizona  Regional  Perinatal  Program 

Dr.  Jennett  reported  that  the  Executive  Committee  of  the 
Arizona  Medical  Association  Foundation  had  officially 
designated  the  Maternal  and  Child  Health  Care  Committee 
as  the  interim  operating  committee  with  authority  over  the 
grant  funds. 


The  final  budget  as  approved  by  the  Robert  Wood  Johnson 
Foundation  on  July  16,  1975  was  reviewed  along  with  the 
several  news  releases  used  at  the  press  conferences  held  in 
Phoenix  and  Tucson  on  July  22.  1975. 

Considerable  discussion  ensued  on  a draft  of  a Consti- 
tution and  Bylaws  for  use  by  the  Advisory  Council  to  be 
formed  in  line  with  the  Phase  IV  proposal. 

IT  WAS  MOVED  AND  CARRIED  TO  APPOINT  THE 
FOLLOWING  AS  AN  INTERIM  EXECUTIVE  COM- 
MITTEE TO  REVIEW  THE  PROPOSED  CONSTITU- 
TION AND  BYLAWS  AND  REPORT  BACK  TO  THE 
COMMITTEE: 

RAYMOND  A.  JENNETT.  M.D.,  CHAIRMAN 
FREDERIC:  W.  BAUM.  M.D. 

C.  DONALD  CHRISTIAN.  M.D. 

WILLIAM  J R.  DAILY,  M.D. 

WILLIAM  J.  MOORE.  M.D. 

WILLIAM  (,.  PAYNE.  M.D. 

It  was  suggested  that  each  organization  listed  in  Appendix 
C:  of  Phase  III  be  incited  to  submit  three  nominations  from 
which  the  Advisory  Co  until  will  be  chosen. 

For  claritv  sake.  Dr.  Jennett  reviewed  the  organizational 
relationships  as  follows:  (See  reverse) 

Meeting  adjourned  9:42  p.m. 

William  E.  Crisp.  M.D. 

Secretary 

by- 

Bruce  E.  Robinson 
Executive  Director 
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THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

EXECUTIVE  COMMITTEE 

The  Executive  Committee  meeting  of  the  Arizona  Medical 
Association.  Inc.  held  at  810  West  Bethany  Home  Road. 
Phoenix,  Arizona  on  Friday,  August  15,  1975,  a quorum 
being  present,  convened  at  7:14  p.m.,  William  C Scott,  M.D., 
President  and  Chairman,  presiding. 


MINUTES 

The  minutes  of  the  meeting  held  July  18.  1975  were 
approved  as  distributed. 

PINAL  COUNTY  MEDICAL  SOCIETY 

Mr.  Robinson  reviewed  the  recent  correspondence  from 
Howard  Hyde,  M.D..  Secretary  of  the  Pinal  County  Medical 
Society  regarding  the  commission  for  collecting  dues  and  the 
malpractice  assessment.  No  action  was  indicated.  RECEIV- 
ED FOR  INFORMATION. 
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U.R.  REGULATIONS 

Correspondece  with  Alan  C.  Winfield,  M.D.  of  Yuma 
regarding  the  Association’s  actions  relating  to  Resolution  19- 
75  was  reviewed.  RECEIVED. 


FAMILY  VILLAS 

Fay  M.  Smith’s  letter  requesting  the  use  of  the  associa- 
tion’s mailing  list  to  promote  the  sale  of  tickets  to  a 
basketball  game  as  a means  of  raising  funds  for  the  Family 
Villas  training  and  treatment  program  for  foster  parents  was 
reviewed. 

IT  WAS  MOVED  AND  CARRIED  TO  DENY  THE  USE 
OF  THE  LIST,  BUT  TO  SUGGEST  THAT  MS.  SMITH 
CONTACT  THE  PRESIDENT  OF  THE  WOMEN'S 
AUXILIARY  TO  THE  MARICOPA  COUNTY  MEDICAL 
SOCIETY  TO  SEE  IE  THEY  MAY  BE  INTERESTED  IN 
HELPING. 

SPECIAL  MALPRACTICE  ASSESSMENT 

Status  Report 

Mr.  Robinson  reported  that  as  of  August  15,  1975  the 
following  collections  have  been  made. 

Percent  Total  Percent 


Total 

Total 

of  Total 

Ocher 

Account- 

of  Total 

County 

Billed 

Paid 

Billed 

Response 

ed  For 

Billed 

Apache 

10 

10 

100.00 

— 

10 

100.00 

Cochise 

32 

23 

71.9 

— 

23 

71.9 

Coconino 

50 

45 

90.0 

i 

45 

92.0 

Gila 

1 1 

8 

72.7 

— 

8 

72.7 

Graham 

9 

6 

66.7 

i 

7 

77.8 

Greenlee 

9 

7 

77.8 

— 

7 

77.8 

Maricopa 

1230 

1098* 

89.3 

22 

1 120 

91.1 

Mohave 

23 

19 

82.6 

1 

20 

87.0 

Navajo 

6 

4 

66.7 

1 

5 

83.3 

Pima 

551 

441 

80.0 

15 

456 

82.8 

Pinal 

40 

29 

72.5 

— 

29 

72.5 

Santa 

Cruz 

8 

5 

62.5 

5 

62.5 

Yavapai 

40 

34 

85.0 

— 

34 

85.0 

Y uma 

47 

36 

76.6 

1 

37 

78.7 

Total 

2066 

1762 

85.3 

42 

1804 

87.3 

NET  COLLECTED  TO  DATE  $176,150 
(includes  1 partial  payment) 

•Inc  ludes  5 payments  from  members  err  future  members  not 
billed. 


Requests  for  Exemption 

IT  WAS  MOVED  AND  CARRIED  TO  NOTIFY  THE 
APPROPRIATE  COUNTY  MEDICAL  SOCIETY  OF  THE 
VARIOUS  REQUESTS  FOR  EXEMPTION  AND  TO 
SOLICIT  THEIR  RECOMMENDATIONS  AS  TO  WHE- 
THER OR  NOT  THE  EXEMPTIONS  SHOULD  BE 
GRANTED 


Follow-up  Letters 

IT  WAS  MOVED  AND  CARRIED  TO  W RITE  INDI- 
VIDUAL LETTERS  TO  THOSE  WHO  HAVE  NOT  PAID 
THE  ASSESSMENT  TO  ENCOURAGE  THEM  TO  DO 
SO.  THE  MATTER  IS  THEN  TO  BE  BROUGHT  BACK 
TO  THE  EXECUTIVE  COMMITTEE  AT  ITS  OCTOBER 
MEETING. 

Budget 

It  was  determined  to  ask  Dr.  Brooks  to  attend  the  next 
meeting  of  the  Committee  for  the  purpose  of  discussing  the 
budget  for  his  committee. 

CHIEFS  OF  STAFF  MEETING 

It  was  determined  to  ask  the  participants  in  the  September 
19  meeting  of  the  representative  of  the  various  hospitals  to 
provide  in  advance  certain  information  relating  to  the 
disciplinary  actions  taken  by  the  various  hospitals  over  the1 
past  five  years. 

ARIZONA  MEDICAL  ASSOCIATION  FOUNDATION 

Discussion  ensued  on  the  development  of  a long-range 
program  to  raise  funds  for  the  Foundation,  possibly 
employing  Paul  R.  Boykin  to  develop  and  carry  out  the 
program.  Legal  Counsel  was  asked  to  develop  the  details  and 
to  report  back. 

CORRESPONDENCE 

Third  Coccidioidomycosis  Symposium 

Preston  F.  Smith,  M.D.’s  letter  of  August  I,  1975  was 
received,  advising  that  due  to  lack  of  funding  the  subject 
symposium  scheduled  for  December  3 - 5.  1975  has  been 
cancelled.  RECEIVED. 

Request  for  Building  Fund  Refund 

The  request  for  a building  fund  refund  from  the  business 
manager  of  a local  group  was  discussed.  It  was  determined  to 
advise  hfm  that  such  requests  must  come  from  the  physician 
through  the  local  county  medical  society. 

OTHER  BUSINESS 

Vietnamese  Physicians  in  Arizona 

Mr.  Robinson  reported  that  he  is  still  seeking  to  obtain 
information  the  subject,  but  no  information  is  available  at 
this  time.  RECEIVED. 

Benjamin  Rush  Memorial 

Mr.  Robinson  reported  that  to  date  $378  has  been  raised 
with  contributions  coming  from  100  physicians.  RECEIV  ED. 

People-To-People  International 

It  was  reported  that  Mr.  Robinson  has  been  asked  to  be  a 
Delegation  Host  for  People-To-People  International's  tour 
during  the  Fall  of  1976.  Offers  to  the  Association’s  member- 
ship to  participate  were  approved  as  well  as  approval  for  Mr. 
Robinson  to  partiepate.  It  was  understood  that  no  expense 
would  accrue  to  the  Association  except  for  Mr.  Robinson's 
time. 

Meeting  adjourned  8:58  p.m. 

William  E.  Crisp,  M.D. 

Secretary 
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ARIZONA  MEDICAL  HISTORY  QUIZ 
ANSWERS 

1.  Dr.  Adolphus  H.  Noon,  1838-1931. 

2.  Dr.  and  Mrs.  Louis  Baldwin.  They  made  a 
presentation  before  the  Maricopa  County  Medi- 
cal Society  at  its  regular  meeting  on  February  7, 
1944.  Now  this  organization  is  known  to  us  as 
Blood  Services  with  headquarters  in  Scottsdale 
and  with  processing  and  service  centers  in  over 
twenty  major  cities  scattered  through  the  Mid- 
West,  Southern  and  Western  States.  It  has  long 
since  become  an  independent  service  and  no 
longer  affiliated  with  its  parent  the  Maricopa 
County  Medical  Society. 

3.  Dr.  W.  W.  Whitmore,  1862-1940. 

4.  Alexander  McKenzie  Tuthill,  M.D.,  Cap- 
tain, Second  troop  Cavalry;  National  Guard 
1905;  Colonel  158th  Infantry  National  Guard 
1910;  Brigadier  General  79th  Brigade,  40th 
Division,  U.S.  Army  1917;  Major  General, 
Commanding  45th  Infantry  Division  National 
Guard  1928;  Lt.  General,  Arizona  National 
Guard  1952. 

5.  Dr.  Ancil  Martin,  1861-1926.  He  described 
the  first  case  of  “jack  rabbit  fever  in  1907,  one 
possibly  as  early  as  1902,  but  not  until  191 1 was 
the  true  ediology  recognized  by  Frances  of  the 
Llnited  States  Public  Health  Service,  who  credits 
Dr.  Martin  as  “the  father  of  a disease.” 

6.  If  you  don’t  know  this  one  you  haven't  been 
reading  very  closely  the  last  few  paragraphs,  Dr. 
George  Goodfellow,  then  practicing  in  Tucson, 
Arizona. 

7.  E.  Payne  Palmer,  M.D.,  1876-1960. 

8.  C.  E.  Yount,  Sr.,  M.D.,  1874-1954. 

9.  Dr.  Leonard  Wood,  first  stationed  at  Fort 
Huachuca,  Arizona. 

10.  Fort  Apache,  A.T.,  where  his  eldest  son  was 
born. 

11.  Dr.  Robert  N.  Looney,  1871-1962. 

12.  Thus  ended  the  career  of  the  early  Arizona 
physician  Dr.  J.  C.  Handy. 


Address  all  correpondence  to  the 
Journal  Offices 
810  W Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 

Business  Manager 

National  Representative 
John  Murphy 
State  Medical  Journal 
Advertising  Bureau,  Inc. 

7 1 1 South  Boulevard 
Oakpark,  Illinois  60302 

“The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1 Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medi- 
cal writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the 
author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this 
Journal  Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  return 
unused  manuscripts 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 
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John  A \sh.  M I)  . (Phoenix);  Otto  I Bendheim.  M l)  , (Phoenix):  Suzanne 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO 
THE  CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF 
ANY  MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL:  Robert  S.  Ganelin.  M IL,  Chairman,  (Phoenix);  Paul  M 
Bindelgas,  M.D..  (Phoenix);  Paul  B.  Borgeson,  Mi).  (Phoenix);  John  A. 
Bt  uner.  M IL.  ( Phoenix  i,  l . Philip  Carier.  M.  I)..  I Phoenix  I;  James  I ( .robe 
M.D.  (Phoenix);  Joseph  W Hanss.  Jr..  M.D..  (Phoenix);  James  M Hurley. 
M.D..  (Phoenix);  Helen  Johnson.  M l)  (Tucson);  Laurrnie  M Linkner. 
M IL.  (Phoenix):  William  (.  Pavne.  M l)  , i Fenrpe);  Edward  Saltensprel. 
M I)..  (Phoenix):  Donald  I S<  halier.  M.l)  . i Phoenix).  C.eorge  A XfxTKllm e. 
M I)..  (Phoenix);  Neil  ()  Ward,  M.l)  , (Phoenix). 

PUBLIC  RELATIONS:  Selma  F Targovmk.  M I)  Chairman.  (Phoenix): 
W David  Ben -Asher . M.D..  (Tut  son);  F . Eredr  h k Bloemkei.  M I)..  ( Phoenix): 
J Walter  Brotk.  M.D..  (Seotlsdale):  Ronald  L Christ.  M.D  . (Yuma):  Julian 
DeVries.  (Phoenix);  Edward  B.  Grolhaus.  M.D..  (Sierra  \ ista);  Robert  A 
Johnson,  M I)  . (Phoenix);  Robert  F Killing.  St..  M.D  . (Ajo):  Irving  M 
Pallin.  M.D..  (Sun  Cats):  William  Russell.  Jr..  M.D  (Phoenix):  Morton  S. 
Thomas  III.  M.D..  (Wiekenburg). 

PLBLISHINC.  John  W Kenneds.  MI).  Clrairman.  (Phoenix).  Walter  \ 

F d wards,  M.D..  (Phoenix);  Geia Id  Kaplan.  M D .( Phoenix);  ( -eotgi  Lastntck. 
M I)..  (Sun  City);  William  B.  McGrath.  M.IL.  (Phoenix);  David  Pent. 
M.D..  (Phoenix);  Michael  M Sihretber.  M.D  , ( Tucson);  David  ( II  Sun. 
M.D.  ( Phoenix). 

SCIENTIFIC  ASSEMBLY:  Milton  S Dworin.  M.D  . Chairman,  (Tucson); 
Merrill  M.  Abeshaus.  M.D..  (Flagsrall):  Sureslr  C Anand.  M.D.  (Phoenix). 

Floyd  K Bn k . MIL,  (Tucson);  Thomas  F Biuker,  Ml)  (PI \> 

W Scott  Chisholm,  M l)  . (Phoenix):  Vicent  A Fulginiti,  M l)  . (Tucson); 
Otto  Gambaeorta,  M.D.  (Tucson);  Jerome  Cierendass.  M.D.  (Mesa); 
Laurence  M.  Haas.  MIL.  (Tucson);  Fimoths  R Harrington.  MI). 
(Phoenix);  Clifford  I Harris,  Jr.,  M.D. , (Mesa);  Thomas  F Hartley  M.D 
(Phoenix);  Wavne  H Heine.  M I)  . (Tucson);  Thomas  s Henry.  M I). 
(FTagslalf);  James  M Hurley.  M I)  . (Phoenix);  Mark  M.  kartchnet,  M I)  . 
(Tucson);  Norman  N.  Komar.  M.D,  (Tucson):  Faigene  Letbsohn.  M.l).. 
(Phoenix);  Philip  Lew.  M.D  , (Phoenix);  William  S.  Nevin.  M.IL.I  Tucson): 
Neopito  I Robles.  Ml).  (T’ucson);  Richard  A Silver.  MI)  (Tucson): 
Donald  P.  Speer.  M.D..  ( Iucson):  Lou i s S San,  M.D..  (Phoenix);  Wilbur  (. 
Voss,  M.l).,  ( Tucson);  Donald  J.  /lehm.  M.D..  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1975-76 

APACHE:  Daniel  L.  Neel.  M.D..  Presidem.  P.O.  Box  887,  Lake- 
side, 85929;  Robert  D.  Martin.  M l)  . Secy  . Prol  Plaza  Bldg.. 
Pinetop,  859.85. 

COCHISE:  John  C.  Conroy.  M.D  , President.  Copper  Queen 
Hospital,  Bisbee,  85603;  Pedro  Mora,  M.D.,  Secy..  702 
Y uma  Trail.  Bisbee,  85603. 

COCONINO:  John  B Jamison,  M.D.,  President,  1355  N.  Beaver, 
Flagstaff.  86001:  Joseph  H.  Reno.  M.D.,  Secy.  P.  O.  Box  310. 
Flagstaff,  86001 . 

GILA:  Bert  Lambrecht,  M.D..  President.  Box  111.  Miami.  85539; 
David  B Gilbert.  M.D.,  Secy.  P.O.  Box  1030.  Payson, 
855 J I . 

GRAHAM:  Dennis  Hess,  M.D..  President,  503  5th  Ave.,  Salford. 
85546;  Laurence  R-  Mansur,  M.D..  Secy..  2016  VV.  16th  St.. 
Safford.  85546. 

GREENLEE:  Lyle  H Boyea.  M.D  . President.  Morenci  Hospital, 
Morenci,  85540;  Roberto  A.  Dinglasan.  M.D  . Secy..  Morenci 
Hospital,  85540. 

MARICOPA.  Walter  R Either.  M.D.  President;  Max  I.  Wertz, 
M.D..  Secy.  (Society  address:  2025  N.  Central  Ave.,  Phoenix. 
85004). 

MOHAVE:  Joseph  Mi  Andrew  . M.D  . President.  P.O  Box  1916. 
Lake  Havasu  City.  86403;  Earl  S.  Gilbert,  M.D..  Secy., 
Gen.  Hospital,  86401. 

NAVAJO:  Robert  J.  Haley,  111.  M.D.  President,  P.O.  Box  700, 
Holbrook.  86025;  Harry  Beckwith,  M.D.,  Secy.  East  2nd  ft 
Colorado  Ave.,  Winslow,  86047. 

PIMA:  James  L.  Parsons.  M IL,  President;  Stuart  W Westfall. 
M.IL,  Secy.  (Society  address:  2655  East  Adams  St..  Tucson 
85716. 


PINAL:  Paul  A.  Rosborough,  M.D  , President,  1195  \ Arizona 
Blvd..  Coolidge  85228:  Howard  Hyde.  MIL.  Secy..  1023 
E Florence  Blvd..  Casa  Grande.  A/.  85222 

SANTA  CRUZ:  J.  S Gonzalez.  M.D..  President. P.O  Box  1209. 
Nogales,  85621:  Charles  S.  Smith.  M I)  . Set  \ Box  1382. 
Nogales,  85621. 

YAVAPAI:  David  C Duncan.  M I)  . President.  801  Miller  Valley 
Rd„  Prescott,  86301;  John  J.  Houston,  M.D  . Secy.  542  N. 
Hassayampa  Dr..  Prescott.  85301. 

YUMA:  Dirk  Frauenfelder,  M.D  . President.  2244  S.  Avenue  A . 
Yuma  85364;  Elwood  I..  Schmidt.  M.D..  Secy..  1812  8th 
Ave..  Y uma  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1975-76 

PRESIDENT Mrs  Howard  W Kimball  (Ella) 

11  1 \V  Northview.  Phoenix  85021 

PRESIDENT-ELECT  Mrs  George  I Hoffmann  (Julie) 

540  Musa  \ isia  Lane.  Mesa  85203 

1ST  VICE  PRESIDENT Mis  Joseph  Reno  (Maude) 

021  W Beal  Rd  . Flagstaff  86001 

2ND  \’ICE  PRESIDENT Mrs.  Arnold  Hollander  (Carol) 

75745  Sabino  Vista  Dr..  Tucson  85715 

RECORDING  SECY Mrs.  Albert  Asendorf  (Donna) 

502  E.  Claremont  St..  Phoenix  85012 

TREASURER  Mrs.  Thurman  Leonard  (Ann) 

2261  E.  Glenn.  Tucson  85719 

DIRECTOR  1974-76 Min  Robert  Delph  (Grace) 

600  Robin  Lane.  No.  24.  Yuma  85364 

DIRECT  OR  1975-76 Mis.  Raymond  Vaaler  (Ann) 


.3624  N.  54th  Court,  Phoenix  85018 

DIRECTOR  1975-77  Mis  Albert  Wagner  ( Helen ) 

3216  I Meadow  brook.  Phoenix  85018 

CHAPLAIN Mrs.  Sam  M.  Mackoff  (Selma) 

5.343  N.  23id  St  Phoenix.  85016 

CORRESP.  SECY Mis.  Charles  Raid  (Ylma) 

1300  I Missouri.  Phoenix  85014 

HISTORIAN Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Rd  . Prescott  86301 

PARLIAMENTARIAN Mrs  Lewis  s Winter  (Jean) 

1714  E.  Rose  Lane.  Phoenix  85016 

STANDING  AND  SPECIAL  COMMITTEES 

AMA-ERF Mrs.  Fail  Gilbert  (Vicki) 

3010  Van  Mainer  Court.  Kingman  86401 

BYLAWS.  PROCEDl’RES.  GUIDELINES Mrs.  Paul  Jarrett  (Beverles) 

501  K Pasadena.  Phoenix.  85012 

COMMUNICATIONS Mis  L\nn  Newman  (Joyce) 

4531  W Seldon  Lane.  Glendale  85302 

COMMUNITY  HEALTH  Mrs.  Gordon  Iekell  (Pat) 

1391  (gateway  Ave..  ^ uma  85.364 

CONVENTION Mrs.  Ronald  Johnson  (Terry) 

532  W Norths  lew.  Phoenix  85021 

FAMILY  HEALTH  Mrs.  Edward  Bryne-Quin  (Ruth) 

7081  E.  Opatas  Place.  Tucson  85715 

FINANCE Mrs  John  Hayes  (Shirley) 

717  W El  Camino,  Phoenix  85021 

GEMS  Mrs  Ronald  Kolker  (Ruth) 

6211  Camino  Almonte.  Tucson  85718 

HAMER  EDUCATION  LOAN  FUND Min  William  Biship  ( Marion) 

211  W 3rd.  Globe  85501 

HEAL  I H EDUCATION  Mrs  Charles  C Hedges.  Jr..  (Dottie) 

5227  I Fresno  Di..  Phoenix  85018 

HEALTH  MANPOWER Min  Luis  Tan  (Mary  Jo) 

3510  E Nita  Rd..  Paradise  Valley  85253 

HOSTESS Mrs.  R**x  Vaubel 

117  W Glenn  Dr..  Phoenix  85021 

INTERNATIONAL  HEAI  III Min  J.  O.  Soderstrom  (Juanita) 

805  Prescott  Heights  Dr..  Prescott  86.301 

LEGISLATION Mrs.  John  A Ash  (Agnes) 

5818  N.  3rd  Ave..  Phoenix  85013 

MEMBERSHIP Mrs.  Joseph  Reno  (Maude) 

621  W Beal  Rd..  Flagstaff  86001 

PROGRAM  Mrs.  Arnod  Hollander  (Carol) 

7545  Sabino  Vista  Di  . Iucson  85715 
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Future 

Medical  Meetings 


CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  HAVE  RECEIVED  ArMA  ACCREDITA- 
TION FOR  CONTINUING  MEDICAL  EDUCATION. 

ARIZONA  STATE  HOSPITAL,  PHOENIX 

Gono  SAMARITAN  HOSPITAL,  PHOENIX 

PHOENIX  INDIAN  MEDICAL  CENTER 

MARICOPA  COUNTY  GENERAL  HOSPITAL.  PHOENIX 

ST.  LUKE'S  HOSPITAL  ANO  MEDICAL  CENTER.  PHOENIX 

ST.  JOSEPH'S  HOSPITAL  AND  MEDICAL  CENTER.  PHOENIX 

TUCSON  HOSPITALS  MEDICAL  EDUCATION  PROGRAM,  TUCSON 

VETERANS  ADMINISTRATION  CENTER,  PRESCOTT 

CONTINUING  MEDICAL  EDUCATION  ACTIVITIES  SPONSORED  BY  THESE 
INSTITUTIONS  RECEIVE  CATEGORY  1 CREDIT  FOR  THE  ArMA  CER 
TIFICATE  IN  CONTINUING  MEDICAL  EDUCATION  AND  THE  AMA  PHYSI 
CIAN'S  RECOGNITION  AWARO 


DECISION  THERAPY  WITH 
DR.  HAROLD  GREENWALD 

October  18,  1975  — 9 a. m. -4:30  p.m. 
Ramada  Inn,  Phoenix,  AZ 

SPONSOR:  Scottsdale  Guidance  Center 

CONTACT: 

John  W.  Hudson,  Ph.D. 

2923  N.  67th  Place 
Scottsdale,  AZ  85251 

Approved  for  8 elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PRESCOTT  VETERANS  ADMINISTRATION 
CENTER 

October  1 4,  1 975 

9 a. m. -4:30  p.m..  Bldg.  28,  VA  Center 

SPONSOR:  Veterans  Admin.  Hospital 

CONTACT: 

Charles  A.  Trahern,  M.D. 

Veterans  Administration  Center 
Prescott,  AZ  86301 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


AN  UPDATE  ON  EFFECTIVE  DISORDERS 
AND  THEIR  TREATMENT 

October  17,  1975  — 1 p.m. 

Arizona  State  Hospital,  Phoenix,  AZ 

SPONSOR:  Ari  zona  State  Hospital 

CONTACT: 

Eli  Schlossberg,  R.Ph. 

2500  East  Van  Buren 
Phoenix,  AZ  85008 

Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


FALL  BIANNUAL  SCIENTIFIC  MEETING 

October  1 8,  1 975  — 9:30  a.m.-l 2 Noon 
Skyline  Country  Club,  Tucson,  AZ 

SPONSOR:  Arizona  Psychiatric  Society 

CONTACT: 

Deraid  G.  May,  M.D. 

3352  E.  Camelback  Rd. 

Phoenix,  AZ  85018 

Approved  for  2’/2  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


JUANDICE  IN  THE  NEWBORN 

October  28,  1975  — 8 p.m. 

Grande  Room,  Desert  Samaritan  Hospital 

SPONSOR:  Desert  Samaritan  Hospital,  Education  Committee 

C9NTACT: 

L.  A.  Rosati,  M.D. 

Desert  Samaritan  Hospital 
1400  S.  Dobson  Rd. 

Mesa,  AZ  85202 

Approved  for  1 required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


"CHRONIC  LUNG  DISEASES"  SEMINAR 

October  1 7,  1 975 
Little  America,  Flagstaff,  AZ 

SPONSOR:  A rizona  Lung  Association 

CONTACT: 

Ben  Chaiken 

1239  E.  McDowell  Rd. 

Phoenix,  AZ  85006 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


MASSIVE  G.l.  BLEEDING 

October  29,  1975  — 7 p.m. 

Grande  Room,  Desert  Samaritan  Hospital 

SPONSOR:  Desert  Samaritan  Hospital,  Education  Committee 

CONTACT: 

L.  A.  Rosati,  M.D. 

Desert  Samaritan  Hospital 
1400  S.  Dobson  Rd. 

Mesa,  AZ  85202 

Approved  for  1 required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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AMERICAN  COLLEGE  OF  PHYSICIANS 
ARIZONA  REGIONAL  MEETING 

October  31,  November  1,  1975 
Doubletree  Inn,  Tucson,  AZ 

SPONSOR:  American  College  of  Physicians 

CONTACT: 

Ashton  B.  Taylor,  M.D.,  FACP 
520  West  Lawrence  Rd. 

Phoenix,  AZ  85013 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DIAGNOSTIC  ULTRASOUND 

October  28,  1975  - Noon 
Grande  Room,  Desert  Samaritan  Hospital 

SPONSOR:  Desert  Samaritan  Hospital,  Education  Committee 

CONTACT: 

L.  A.  Rosati,  M.D. 

Desert  Samaritan  Hospital 
1400  S.  Dobson  Rd. 

Mesa,  AZ  85202 

Approved  for  1 required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  SYMPOSIUM 
FOR  NUCLEAR  MEDICINE  TECHNOLOGISTS 

November  1, 2,  1975 
Ramada  Inn,  Tuscon,  AZ 

SPONSOR:  Society  for  Nuclear  Medicine 

CONTACT: 

Sharon  D.  Barrow,  R.T. 

David  L.  Lilien,  M.D. 

Dept,  of  Nuclear  Medicine 
Veterans  Administration  Hosp. 

Tucson,  AZ  85723 

Approved  for  10  elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ANSWERS  TO  THE  PROBLEM  OF  CORONARY 
ARTERIAL  DISEASE  FOR  THE 
FAMILY  PHYSICIANS 

November  6,  7,  8,  1975 
The  Adams  Hotel  - Ballroom,  Phoenix,  AZ 

SPONSOR:  The  Arizona  Heart  Institute 

CONTACT: 

Robert  M.  Payne,  M.D. 

Dir.  of  Continuing  Medical  Education 
350  W.  Thomas  Road 
Phoenix,  AZ  85013 

Approved  for  15'/2  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DISEASES  AND  MEDICINE  OF  OUR 
FOREFATHERS,  AND  DURING  THE  BICENTENNIAL 

November  9,  1975 
Braniff  Place  Hotel,  Tucson,  AZ 

SPONSOR:  American  Medical  Women's  Association 

CONTACT: 

Catherine  W.  Anthony,  M.D. 

3040  South  High 
Denver,  CO  80210 

Approved  for  3 elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


HYPERTENSION  WORKSHOP 

(Medcom  Program) 

November  1 1,  1975  - 12:30  p.m. 

Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

Peter  Rinaldi,  M.D. 

1010  E.  McDowell 
Phoenix,  AZ  85006 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PEDIATRIC  AND  ADOLESCENT 
ECHOCARDIOGRAPHY 

November  14-16,  1975 
Arizona  Medical  Center 
Main  Auditorium,  First  Floor 
Tucson,  AZ 

SPONSOR:  U.  of  A.  Pediatrics  Department 

CONTACT: 

Drs.  Goldberg,  Allen  and  Sahn 
1501  North  Campbell 
Tucson,  AZ  85724 

Approved  for  24  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THE  ABDOMEN 

Department  of  Radiology 
Maricopa  County  General  Hospital 
Phoenix,  AZ 

November  15,  1975,  8 a.m.  - 5 p.m. 

SPONSOR:  Department  of  Radiology 

CONTACT: 

Coordinators 

Austin  R.  Sandrock,  M.D.,  Chairman 
Alex  Newman,  M.D. 

Dept,  of  Radiology 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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SURGICAL  CONFERENCE  "SHOCK  & TRAUMA" 

November  22,  1975 
Maricopa  County  General  Hospital 

SPONSOR:  Maricopa  County  General  Hosp. 

CONTACT: 

H.  F.  Lenhardt,  M.D. 

Maricopa  County  General  Hospital 
Dir.  of  Medical  Education 
2601  E.  Roosevelt  St. 

Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PEDIATRIC  NEUROLOGY 

November  29,  30,  1975  — 8 a.m. 
Mountain  Shadows,  Phoenix,  AZ 

SPONSOR:  Arizona  Pediatric  Society 

AZ  Chapt.  American  Academy  of  Pediatrics 

CONTACT: 

David  P.  Folkestad,  M.D. 

3116  N.  47th  Street 
Phoenix,  AZ  85018 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


NINETEENTH  ANNUAL  CARDIAC  SYMPOSIUM 

January  23-24,  1 976 
Mountain  Shadows,  Scottsdale,  AZ 

SPONSOR:  American  Heart  Assoc.,  Arizona  Affiliate 

CONTACT: 

Brendan  Phibbs,  M.D.,  Prog.  Dir. 

American  Heart  Association 
1445  E.  Thomas  Road 
Phoenix,  AZ  85014 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THIRD  ANNUAL  SYMPOSIUM 
of  the  BARROW  NEUROLOGICAL  INSTITUTE 

Camelback  Inn,  Scottsdale,  AZ 
February  5 - 7,  1 976 

SPONSOR:  Barrow  Neurological  Institute 

CONTACT: 

Richard  A.  Thompson,  M.D.,  Division  of  Neurology 

Barrow  Neurological  Institute 

St.  Joseph's  Hospital  & Medical  Center 

350  West  Thomas  Road 

Phoenix,  AZ  85013 

Approved  for  15  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SOUTHWESTERN  SEMINAR  ON 
NEUROMUSCULAR  DISEASES 

February  13-14,  1976 

SPONSOR:  U of  A College  of  Medicine 
Depts.  of  Neurology  and  Pathology 

CONTACT: 

Lawrence  Z.  Stern,  M.D. 

Jack  M.  Layton,  M.D. 

College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PROSTOGLANDINS 

February  1 9,  1 976 
Flagstaff,  AZ 

SPONSOR:  Coconino  County  Medical  Soc.  & 

Upiohn  Pharmaceutical  Co. 

CONTACT: 

Mr.  Dan  O'Connor,  Prog.  Dir. 

900  N.  Cahuenga  Blvd. 

Los  Angeles,  CA  90038 

Approved  for  1 elective  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


INTERNATIONAL  CONFERENCE  ON 
INTEGRATED  CANCER  MANAGEMENT 

February  18-21,  1976 
Phoenix,  AZ,  Adams  Hotel 

SPONSOR:  Good  Samaritan  Hospital,  Division 
of  Oncology,  American  Cancer  Society, 

Arizona  Division 

CONTACT: 

* Robert  Thoeny,  M.D.,  Prog.  Chairman 
Director  of  Radiation  Oncology 
Good  Samaritan  Hospital 
1033  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  16  required  hours  toward  the  ArMA  Certificate 

in  Continuing  Medical  Education. 


GRAND  ROUNDS 

Each  Thursday  7 a.m. -8  a.m. 

St.  Mary's  Hospital,  Trek  Room,  Tucson,  AZ 

SPONSOR:  Depts.  of  Medicina,  Surgery,  Radiology, 

Pathology  and  Family  Practice. 

CONTACT: 

Richard  Silver,  M.D.,  Dir. 

Medical  Education 
Century  Medical  Plaza,  Ste.  106 
1701  West  St.  Mary's  Road 
Tucson,  AZ  85703 

Approved  for  1 required  hour  per  round  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 
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PHYSICIAN  TRAINING  PROGRAM 


CAMELBACK  HOSPITAL  CLINICAL  CONFERENCE 


October  1 , 1 975  - June  30,  1 976  3rd  Tuesday  monthly 

Tucson  Medical  Center,  Tucson,  AZ  Camelback  Hospital,  Phoenix,  AZ 


SPONSOR:  Arthritis  Services  Program 

CONTACT: 

Beth  Ziebell,  Prog.  Dir. 

3813  E.  2nd  St. 

Tucson,  AZ  85716 

Approved  for  30  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


STAFF  EDUCATION  CONFERENCE 

Wednesdays,  Weekly,  1 p.m. 

Arizona  State  Hospital,  Phoenix,  AZ 

SPONSOR:  Arizona  State  Hospital 

CONTACT: 

Howard  E.  Wulsin,  M.D. 

Arizona  State  Hospital 
2500  E.  Van  Buren 
Phoenix,  AZ  85008 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 

Last  Tues.  of  Month 
Plaza  International,  Tucson,  AZ 

SPONSOR:  U of  A Medical  Center,  Dept,  of 
Radiology 

CONTACT:  Irwin  M.  Freundlich,  M.D. 

Arizona  Medical  Center 
Dept,  of  Radiology 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


BI-MONTHLY  MEDICAL  EDUCATION  SEMINAR 

Every  other  Wed.  AM 
Begin  7/3/74 

Maryvale  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Medical  Staff  Maryvale  Hospital 

CONTACT: 

Thomas  J.  Groves,  M.D. 

6037  W.  Elm  St. 

Phoenix,  AZ  85033 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuiing  Medical  Education. 


SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


PATIENT  STAFFING  CONFERENCE 

Three  times  weekly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  conference  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


MORBIDITY  & MORTALITY  CONFERENCE 

2nd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  PATHOLOGICAL  CONFERENCE 

4th  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Director  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 
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MEDICAL  GRAND  ROUNDS 


CARDIOLOGY  CONFERENCE 


3rd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


FAMILY  PRACTICE  CONFERENCE 

1 st  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


Weekly  — Friday  8-9  a.m. 

St  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR;  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ  85724 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m. 

Room  4410,  Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

H.  E.  Cross,  M.D.,  Ph.D. 

Arizona  Medical  Center 
Dept,  of  Surgery 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave 
Phoenix,  AZ  85015 

Approved  for  1 ’/2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 
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Quality  protection 

association  approved  & recommended 

1 . These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 

2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances ...  a substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 

Charles  A.  deLeeuw  and  Assoc.  Ronald  Deitrich 
3424  N.  Central  Ave.  2030  E.  Broadway.  Suite  9 

Phoenix,  Az.  85012  Tucson,  Az.  85719 

248-8500  792-1020 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 

why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

™ PLAGUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  R5251  • 
(602)  945-933R 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Aril. 


Emergency  — our  business 


Air  Evac  — serving  all  Arizonans  - 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 

(602)  254-7150 


A/P  EVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 
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PULMONARY  FUNCTION  DIAGNOSTIC 

SERVICES 

An  Outpatient  Pulmonary  Function  Laboratory  Facility 
under  direction  of  pulmonary  specialists 

offering : 

• SPIROMETRY  (routine) 

• SPIROMETRY  (before  and  after  bronchodilator  therapy) 

• LUNG  VOLUMES 

•ARTERIAL  BLOOD  GASES  (at  rest  and  treadmill  exercise) 

Studies  may  be  scheduled  by  calling:  257-9195 

Address:  Suite  A-8 

1130  East  McDowell  Road 
Phoenix,  Az.  85006 


Floyd  L. 
Templeton,  MD 

I 

J 

T 

© 

CJ 

t 

Jack  E. 

Games,  MD  j 
V ) 

or 

i 

Robert  J 
1 Ranucci,  MD 

Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX , ARIZONA  85018 
(602)  955-6200 


general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 
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filed 'ical  Center  'X-Ray  and  Clinical  ialnratery 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster , M.D.,  F.A.C.R. , F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent , Jr.,  M.D.,  Consultant  Pathologist 


a STiiicTiiren  proGraM 
For  THE  P3T1ENT. 


Every  detail  for  the 

patient's  well-being 

is  carefully  planned 

-r 

and  evaluated  in 

mmm 

conjunction  with 

o 

his  personal  physician 

camelback  hospital 

5055  north  thirty-tourth  street 

phoenix,  arizona  85018 
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A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


FREE  RADIO  EQUIPPED  DELIVERY 

Sn  ^Scottsdale  call 
Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1 st  National  Bank 
Open  'til  1 0 p.m.  daily  — 9 p.m.  Sundays 


!F  BUSY  CALL  2S2-1573 

Since  r<?20" 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  3fe*s2  STORE 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


Classified 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


mmssmiii 

PORSCHE  I AUDI 


DAVE  NEAL 

SALES  & LEASING 


320  N.  CENTRAL  AVENUE 
PHOENIX,  ARIZONA  85004 
PHONE  (602)  253-1161 


Medical  Transcription 
For  Physicians  and 
Hospitals 

MULLEN  MEDICAL  SERVICE,  INC. 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M Barrasso,  R N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932'' 


COLLECTION  PROBLEMS? 

$1.50  per  account  including  postage  will  get 
your  delinquents  to  pay.  Statistical  data  ac- 
cumulated since  1967,  indicates  that  50%  of 
the  dollar  volume  you  are  now  turning  in  for 
collection  will  pay  with  American  Billing  Corp 
mailers.  Call:  265-4729  or  write  to  4014  N. 
7th  Street,  Phoenix,  AZ  85014. 
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SEEKING  LOCATION 

Board  Certified  Radiologists,  Arizona  License, 
seeks  opportunity  to  provide  part-time  or  tem- 
porary full-time  coverage  in  hospital  or  private 
practice.  Available  February  1976  in  Phoenix- 
Scottsdale  and  environs,  and  March  1976  in 
Tucson  and  environs.  Contact:  Milton  Dorfman- 
M.D.  at  his  office,  1617  N.  James  Street,  Rome, 
New  York  13440.  Phone  (315)  337-3660. 


SHARE  M.D.  OFFICE 

Young  surgeon  has  contemporary  oversized 
office  designed  for  two  M.D.'s.  . . . Will  sub- 
lea:e  remainder  for  low  volume  type  prac- 
tice in  another  specialty.  Shalimar  Medical 
Center,  Tempe,  in  view  of  Desert  Samaritan 
Hospital.  Call  838-3130. 


FOR  LEASE 

Office  for  lease,  available  for  immediate  occu- 
pany.  825  Sq.  Ft.,  fully  decorated.  "Century 
Medical  Plaza,"  1701  W.  St.  Mary's  Road, 
#171.  Call  624-5479. 


-MESA- 

FOR  LEASE 

MEDICAL  OFFICES,  900  to  2600  Sq.  Ft.  5 blocks 
from  Mesa  Lutheran.  Starting  at  $450.00. 
Deluxe  Offices  prestige  area,  excellent  park- 
,ng,  long  or  short  term  leases  available. 

DRUG  STORE  OR  LAB,  ideally  situated  among 
(on  corner)  medical  and  dental  centers  near 
Mesa  Lutheran.  Great  for  small  drug  store  (900 
Sq.  Ft.),  Heading  aids,  eye  glasses,  labs,  etc. 
New  building,  good  plumbing,  owner  will 
oartition  as  required.  Call  Jack  Jones,  834- 
8181  or  833-3999. 


SEEKING  LOCATION 

Urologists,  29,  completing  top  university  resi- 
dency, July  1976,  seeks  solo,  group,  or  part- 
nership. All  situations  considered.  Contact: 
Box  20,  Arizona  Medicine,  810  W.  Bethany 
Home  Road,  Phoenix,  AZ  85013. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and / or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
ymptoms,  she  is  a psychoneu- 
atic  patient  with  severe 
nxiety.  But  according  to  the 
escription  she  gives  of  her 
jelings,  part  of  the  problem 
lay  sound  like  depression. 

'his  is  because  her  problem, 
lthough  primarily  one  of  ex- 
essive  anxiety,  is  often  accom- 
anied  by  depressive  symptom- 
tology.  Valium  (diazepam) 
an  provide  relief  for  both— as 
le  excessive  anxiety  is  re- 
eved, the  depressive  symp- 
ims  associated  with  it  are  also 
ften  relieved. 

There  are  other  advan- 
ces in  using  Valium  for  the 
lanagement  of  psychoneu- 
otic  anxiety  with  secondary 
epressive  symptoms:  the 
sychotherapeutic  effect  of 
Galium  is  pronounced  and 
apid.  This  means  that  im- 
Tovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  tablets 


in  Dsychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


urveillance  because  of  their  predisposi- 
ion  to  habituation  and  dependence.  In 
iregnancy,  lactation  or  women  of  child- 
iearing  age,  weigh  potential  benefit 
igainst  possible  hazard. 

’recautions:  If  combined  with  other  psy- 
hotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
iloyed;  drugs  such  as  phenothiazines, 
larcotics,  barbiturates,  MAO  inhibitors 
nd  other  antidepressants  may  potentiate 
ts  action.  Usual  precautions  indicated  in 
latients  severely  depressed,  or  with  latent 
lepression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


Saffola  is  higher 

in  polyunsaturates  than 
Fleischmann^  Imperial  orMazola. 


rojx 

'Good  Houtokooping'O 
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Sajfola  margarine 


Ci^kt,  delicious  Aqjjot 


Shouldn’t  that  difference 
make  a difference 
in  what  you  recommend? 


Your  patients  on  modified  fat 
diets  can’t  do  better  than  Saffola.  Of 
the  leading  margarines,  Saffola  is 
highest  in  polyunsaturates.  And  no 
other  margarine  is  lower  than  Saffola 
in  saturated  fats.  Because  Saffola 
contains  safflower  oil — one  of  nature’s 
most  perfect  foods.  Safflower  oil  is 
higher  in  polyunsaturates  than  any 
vegetable  oil,  including  corn  oil. 

But  to  your  patients,  Saffola's 
good  taste  is  just  as  important  as 
Saffola’s  nutrition. The  flavor  makes  it 


easier  for  a patient  to  follow  a low  cholesterol  diet. 

We  think  thats  why  Saffola  is  worth  recommending. 

sure  your  patients  are  eating  what's 
i for  them,  and  enjoying  it. 

For  comparative  information  about 
the  nutritional  benefits  of  Saffola, 
write  Consumer  Products  Division, 
PVO  International  Inc., 

World  Trade  Center, 

San  Francisco,  94111. 
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When  you 
call  our  computer, 

it  talks  back. 


That’s  right.  It  answers 
in  a clear,  human  voice.  And 
tells  you,  step  by  step,  exactly 
how  to  record  a customer 
account  transaction.  Repeats 
itself  to  assure  accuracy.  Then 
gives  you  a total  balance  for 
final  verification. 

It’s  all  push-button 
easy,  because  it’s  all  done 
by  touch-tone  telephone. 

All  you  do  is  call  in  on  a 
special  Valley  Bank  number. 
And  have  a nice  little  chat 
with  our  talking  Accounts 
Management  computer. 

Something  else.  Imme- 
diately upon  cut-off  each 
month,  all  the  paper  work  is 
handled  automatically.  Item- 
ized customer  statements 
stuffed,  mailed  out.  Dupli- 


cates, recaps,  reports  sent 
to  you  promptly. 

So  if  you  average  over 
100  customer  statements  a 
month,  get  acquainted  with 
our  talking  computer.  We’ll 
introduce  you.  Just  call  us. 
In  Phoenix:  261-1666.  In 
Tucson:  792-7370. 


A touch-tone  phone  puts  you  in  touch. 


We  go  out  of  our  way  for  you. 
Valley  National  Bank 

More  than  150  offices  throughout  Arizona 
Deposits  insured  to  $40,000  by  Federal  Deposit  Insurance  Corporation 
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SUMMARY  OF 

FLEXIBLE  PAYMENT  RETIREMENT  ANNUITY 


1 33"7  N.  FIRST  ST.  (P.O.  BOX  1272),  PHOENIX,  AZ  85001  (602)  258-4885 


A Proposal  for 


\ge 


3S- 


Years  to  65 


□ Monthly 

[fi^Annual  Contribution  $ 


/ooo. 


oo 
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MINIMUM  GUARANTEED  VALUES 


Cash  Value  at  Age  65 


Monthly  Annuity  Payment  Ten  Years  Certain  and  for  Life 

®^Male  *2^ 

Q Female  $ — ^ 


NON-GUARANTEED  (CURRENT)  INTEREST  VALUES' 
and  Non-Guaranteed  (Current)  Annuity  Payout  Rates 


Cash  Value  at  Age  65 


Monthly  Annuity  Payment  Ten  Years  Certain  and  for  Life 

S^lale  ^7/9  0 

□ Female  S ' 


Daa  'X  ZZ* 

Licensed  Agent 

Current  excess  interest  rate  non-guaranteed,  is  6.75%  for  This  illustration  is  based  on  a tax  qualified  contract,  and 

tax  qualified  plans  and  5.25%  for  non  tax  qualified  plans.  does  not  include  state  premium  tax,  it  any. 

Form  1071 


Doctor , this  HBA  Life  sales  proposal  form  is  reprinted  here  to  illustrate  the 
retirement  income  — both  guaranteed  and  anticipated  — that  would  be  gener- 
ated for  each  $1,000  of  annual  deposit  (Age  35)  under  our  unique  new  Flexible 
Payment  Retirement  Annuity.  With  an  FPRA,  you  may  increase,  decrease  or 
even  skip  an  annual  deposit.  If  you ’d  like  more  information,  call  or  write  us. 
HBA  Life  has  worked  closely  with  the  Arizona  medical  profession  for  over 
30  years. 


Under  HR-1 0 or  I.  R.  A.,  both  the 
amount  deposited  and  the  interest 
earned  on  accumulated  dollars  are 
tax  deductible  during  the  years 
of  accumulation. 


Beat  the  High  Cost  of  Food. 


Raise  Your  Own  Vegetable  Garden. 

With  a Cub-Cadet*  Garden  Tractor,  you'll  find  it  real  fun  to  grow  your  own  food.  It's  easy, 
too,  with  the  many  attachments  available.  Plow,  till,  plant,  and  cultivate!  The  International 
Cub-Cadet  has  automatic  transmission,  hydraulic  lift,  and  disc  brakes.  It  operates  up  to 
four  hours  on  a gallon  of  regular  gas.  Come  in  today  and  see  the  largest  display  of  garden 
tractors  in  the  Southwest.  Let's  get  planting! 

Six  months  INTEREST-FREE  financing  of  garden  equipment. 

(Courtesy  of  the  International-  Harvester  credit  corporation.) 

Stop  in  and  ask  for  full  details  on  this  easy-purchase  IH-Program  that  beats  the  high  cost 
of  interest  rates.  Buy  nowand  save! 

Free  garden  planting-guide  to  everyone  who  stops  by 

iii 

INTERNATIONAL  HARVESTER 
3003  WEST  THOMAS  ROAD,  PHOENIX,  272-131 1 
CALL  TOLL  FREE(FROM  ANYWHERE  IN  ARIZONA)  1-800-352-4087 
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Address  all  correpondence  to  the 
Journal  Offices 
810  W,  Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 

Business  Manager 

National  Representative 
John  Murphy 
State  Medical  Journal 
Advertising  Bureau,  Inc. 

7 1 1 South  Boulevard 
Oakpark,  Illinois  60302 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1 . Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed 

2.  Be  guided  by  the  general  rules  of  medi- 
cal writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the 
author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this 
Journal.  Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  return 
unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


The  Pain  Phone 

When  a telephone  prescription  for  pain  relief 
is  necessary  or  convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with  Codeine  in 
45  of  the  50  states!  That  includes  No.  4,  which 
provides  a full  grain  of  codeine  for  more  intense, 
acute  pain. 


fThe  exceptions: 

Alaska,  Arizona,  Maine, 
Oregon,  Rhode  Island,  and 
the  District  of  Columbia 


COMPOUND 

c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)gr  1 

No.  3 codeine  phosphate* 
(32.4  mg)gr  V2 

Each  tablet  also  contains  aspirin 
jr  31/2,  phenacetin  gr  21/2, 
caffeine  gr  V£. 

Warning-may  be  habit-forming 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Quality  protection 

Association  approved  & recommendec 


1 . These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 


2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances ...  a substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 


Charles  A.  deLeeuw  and  Assoc. 
3424  N.  Central  Ave. 

Phoenix,  Az.  85012 
248-8500 


Ronald  Deitrich 

2030  E.  Broadway,  Suite  9 

Tucson,  Az.  85719 

792-1020 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia),  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema.  A one- week  trial 
period  is  adequate  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications:  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis. 

Contralndlcations . Children  14  years  or  less; 
senile  patients,  history  or  symptoms  of  G I.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy,  blood  dyscrasias. 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion, thyroid  disease;  systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings  Age.  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage.  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes, appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents.  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination, Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions:  The  following  should  be  accom- 
plished at  regular  intervals;  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions  complete 
physical  examination  including  check  of  pa- 
tient s weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 
Adverse  Reactions  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy. 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia 
gastritis,  epigastric  pain,  hematemesis,  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis, fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme, 
Stevens- Johnson  syndrome.  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy,  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression  headaches,  hallucina- 
tions, giddiness,  vertigo,  coma,  hyperventila- 
tion, insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement. 

(B)98- 146-070-J  (10/71) 

For  complete  details.  Including  dosage,  please 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley  New  York  10502 

BU  10259 


® Each  capsule  contains  50  mg. 
of  Dyrenium*  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


Trademark 


MAKES  SENSE 

TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION  * Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  -Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide'  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  'Dyazide-  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 
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AMA’s  Clinical  Convention  Flies  to  Hawaii !! 


In  addition  to  postgraduate  courses,  timely  medical  subjects  will  be  offered  each  day  in  state-of-the-art  lectures  and  symposia. 


r 


Advance  Registration 

AMA  Clinical  Convention 


34.  Advanced  Life  Support— Cardiopulmonary  Resuscita- 
tion. (Prerequisite:  Basic  Life  Support  Course) 
(Dec.  3-5)  


HONOLULU,  HAWAII 
November  30-December  5 

SCIENTIFIC  COURSES 

Monday- Wednesday,  Dec.  1-3/7:30-9:00  AM  (4Vi  hour, 
3-day  course:  $45) 

1 . Dermatology  for  Non-Dermatologists 

2.  Evaluation  of  the  Unconscious  Patient 

3.  Hyperlipidemia 

4.  Infectious  Diseases  in  Children 

5.  Management  of  Adolescent  Problems 

6.  Newer  Antibiotics 

7.  Newer  Concepts  of  Family  Planning 

8.  Office  Management  of  Sexual  Difficulties 

9.  Peripheral  Vascular  Disease— Diagnosis  and  Treatment 

1 0.  Pulmonary  Function  Tests  and  Blood  Gases 

Monday-Wednesday,  Dec.  1-3  (Numbers  1-10) 

1 st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 

Monday-Wednesday,  Dec.  1-3/10:30  AM-Noon  (4’/2  hour, 
3-day  course:  $45) 

1 1 . Acid-Base,  Fluid  and  Electrolyte  Balance 

12.  Advanced  Electrocardiography 

13.  Critical  Patients— Critical  Decisions 

1 4.  Normal  and  Abnormal  Uterine  Bleeding 

1 5.  Office  Management  of  Anorectal  Disorders 

1 6.  Office  Practice  of  Gynecology 

1 7.  Physicians'  Marriages 

18.  Special  Problems  of  Child  Abuse 

19.  Surgical  Lesions  of  the  Intestines— Diagnosis  and 
Treatment 

20.  Treatment  of  Common  Pediatric  Allergies 

Monday-Wednesday,  Dec.  1-3  (Numbers  11-20) 

1 st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 

Thursday- Friday,  Dec.  4-5/7:30-10:30  AM  (6  hours  for 
total  course;  3 hours  on  Thursday,  3 hours  on  Friday: $60) 

21 . Acid-Base,  Fluid  and  Electrolyte  Balance  (repeat) 

22.  Basic  Electrocardiography 

23.  Birth  Defects  and  Clinical  Genetics 

24.  Dermatology  for  Non-Dermatologists  (repeat) 

25.  Fetal  Monitoring 

26.  Ophthalmoscopy  for  the  Non-Ophthalmologist 

27.  Pediatric  Cardiology 

28.  Pitfalls  of  Emergency  Room  X-Rays 

29.  Office  Endocrinology 

30.  Immunology— 1976 

31.  The  Uterine  Pap  Smear 

Thursday-Friday,  Dec.  4-5  (Numbers  21-31) 

1 st  Choice  # ; 2nd  Choice  # ; 3rd  Choice  # 

Offered  Both  Monday  & Tuesday,  Dec.  1 & 2 / 7:30  AM- 
Noon  (4'/2-hour  course:  $45) 

32.  Basic  Life  Support— Cardiopulmonary  Resuscitation 

(Dec.  1)  

33.  Basic  Life  Support— Cardiopulmonary  Resuscitation 

(Dec.  2)  

Wednesday-Friday,  Dec.  3-5/9:00  AM-Noon  (9-hour  course: 
$90) 


Courses  of  the  AMA  Committee  on  the  Medical  Aspects 
of  Sports  (Each  a 3-hour  course:  $30) 

Monday,  Dec.  1/7:30-9:00  AM  & 10:30-Noon 

35.  The  Physical  Exam  

Tuesday,  Dec.  2/7:30-9:00  AM  & 10:30-Noon 

36.  The  Oriental  Arts  (Karate,  Judo,  Yoga)  

Wednesday,  Dec.  3/7:30-9:00  AM  & 10:30-Noon 

37.  Emergency  Care  on  the  Field  

Thursday,  Dec.  4/7 :30- 1 0:30  AM 

38.  Wrestling  

39.  Aquatic  Sports  

Friday,  Dec.  5/7:30-10:30  AM 

40.  Rehabilitation  

Tuesday-Wednesday,  Dec.  2-3/7:30-10:30  AM  (6 
hours  for  total  course;  3 hours  on  Tuesday,  3 hours  on 
Wednesday:  $60) 

41 . Writing  for  Scientific  Journals  

LUNCHEON  ROUND  TABLES 

(Held  in  Hilton  Hawaiian  Village  Long  House  Room, 
luncheon  round  tables  are  jointly  sponsored  by  the  AMA 
Auxiliary  and  AMA  Council  on  Scientific  Assembly.  Cost: 
$10.00  each.) 

Tuesday,  December  2 (12:15-1:45  PM)  • Topic- 

Ancient  Polynesian  Medicine 

Thursday,  December  4 (12:15-1:45  PM)  • Topic  — 
Delhi  Belly,  Gyppy-Tummy,  and  Other  Diseases  of 
Travelers 


General  Registration 

Non-member  phy-  AMA  members  and 

sicians:$35  their  guests:  no  fee 

Guests  of  non-  Medical  students, 

members:  $10  interns  and  resi- 

Foreign  M.D.’s:nofee  dents:  no  fee 

My  remittance  of  $ is  enclosed.  Make  check  or 

money  order  payable  to  the  American  Medical  Associ- 
ation. Payment  must  accompany  registration. 

Please  print 

Name 

(Each  physician  must  register  in  his  own  name) 

Office  Address 

City/State/Zip 

I am  a member  of  the  AMA  through  the  following  State 
Medical  Association  or  government  service 

Office  Phone  No 


□ Send  travel  information;  or  call  toll-free  to:  (800) 
621-1046,  except  in  Alaska  and  Hawaii;  in  Illinois  call 
(312)  782-3462 


Return  this  form  today  to  AMA’s  Dept,  of  Membership  Statistics,  535  N.  Dearborn  St.,  Chicago,  IL  60610 
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Your  united  Banker 
can  reduce  your  tax  bite. 


NO  PENSION/PROFIT 
SHARING  PLAN? 


if  you  work  but  are  not 
covered  by  a company 
pension/profit  sharing 
plan,  you  qualify  for  a 
tax  sheltered  united 
Bank  Individual  Retire- 
ment Account  (IRA),  it 
lets  you  protect  up  to 
$1500  a year  from  the 
tax  man  until  you  retire.  An  IRA  plan  at  united  Bank  could 
reduce  your  annual  tax  by  several  hundred  dollars. 


United  Bankers  can  now  offer  you  two  tax  sheltered 
plans  to  cut  your  tax  bite  now...  while  you  build 
retirement  security  for  the  future. 


SELF-EMPLOYED? 

If  you  're  self-employed  you  could  qualify  for  a united  Bank 
Keogh  retirement  savings  plan,  it  lets  you  protect  up  to  $7500 
a year  from  income  tax  until  you  retire,  it  could  reduce  your 
annual  tax  bite  by  up  to  $3750  and  your  funds  can  be  invested 
in  a variety  of  ways. 

For  more  information  or  to  obtain  detailed  brochures,  contact 
any  United  Banker. 


ACT  BY  DECEMBER  31. 

The  Businessman’s  Bank 


UNITED  BANK 

OF  ARIZONA 


An  affiliate  of  (JIB  Financial  Corporation 
MEMBER  F.D.I.C. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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URETEROCELE 


MARCY  L.  SUSSMAN,  M.D. 

ALEX  NEWMAN,  M.D. 

Ureterocele  is  a cystic  dilatation  of  the  lower 
end  of  the  ureter.  It  is  classified  into  two  types: 
the  simple  (adult  type)  and  the  ectopic  (child- 
hood type),  depending  on  whether  the  termina- 
tion of  the  ureter  is  intravesical  or  extravesical. 

The  simple  ureterocele  may  appear  as  a 
balloon  protruding  into  the  bladder,  producing 
a “cobra-head”  or  “spring  onion”  filling  defect 
in  the  contrast-filled  bladder  (Fig.  1).  This  is  a 
negative  shadow  caused  by  the  projection  of  the 
dilated  terminal  portion  of  the  ureter  into  the 
bladder.  The  ballon  may  be  constantly  distended 
or  may  intermittently  collapse.  The  other  charact- 
eristic finding  is  the  rounded  outline  of  the 
ureterocele  filled  with  contrast  medium  and 
surrounded  by  a translucent  halo  which  repre- 
sents the  unopacified  w'all  of  the  lesion.  Al- 
though the  involved  ureter  may  not  terminate  in 
the  usual  location  on  the  trigone,  when  it  opens 
into  the  urinary  bladder  it  is  not  considered 
ectopic.  This  is  clinically  significant  because:  (1) 
when  the  ureteral  orifice  opens  outside  of  the 
vesical  sphincters,  there  is  likely  to  be  associated 
incontinence;  (2)  abnormal  openings  are  com- 
plicated by  ureterectasis  and  hydronephrosis. 

Simple  ureterocele  is  uncommon  in  children; 
its  greater  frequency  in  adults  suggests  that  it 
may  be  an  acquired  lesion  in  many  instances.  In 
the  congenital  form  there  is  weakness  of  connect- 
ive tissue  and  muscle  elements  around  the 
ureteral  orifice  usually  with  congenital  stricture. 
Kinks  and  valves  due  to  reduplication  of  the 
mucosa  may  cause  partial  obstruction,  and  there 
are  varying  degrees  of  hydroureter  and  hydro- 
nephrosis, but  the  degree  of  ureterectasis  general- 
ly is  minimal.  However,  large  as  well  as  small 
ureteroceles  may  not  be  evident  on  the  excretory 
urogram  if  renal  function  is  poor  or  if  there  is 
poor  ureteral  or  bladder  filling  by  contrast 
medium.  In  these  cases,  if  any  deformity  is 
present,  it  is  manifest  as  an  irregular  dilatation 
of  the  lower  third  of  the  ureter  which  tapers  to  a 

From:  Department  ol  Radiology.  Maricopa  County  General  Hospital. 
Phoenix,  Arizona  85008  Reprint  requests  to  Dr.  Newman. 


Figure  1 


point  as  it  approaches  the  bladder.  While 
ureterocele  may  be  suspected  on  the  basis  of  this 
finding,  the  excretory  urogram  permits  only  the 
diagnosis  of  ureteral  obstruction.  Simple  ureter- 
ocele is  encountered  more  frequently  in  females 
than  males.  The  condition  not  infrequently  is 
bilateral.  Large  ureteroceles  may  obstruct  the 
vesical  neck  or  even  prolapse  through  the  urethra 
in  females;  the  first  case  of  prolapsing  ureterocele 
discerned  in  a male  was  reported  by  Poznanski 
et  al.1  Simple  ureterocele  may  be  uni-  or  bi-lateral 
(Fig.  2);  single  or  multiple  (Fig.  3).  It  may  be 
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Figure  3 


associated  with  ureteral  duplication,  but  this  is 
not  often  the  case.  Campbell2  reported  two  large 
ureteroceles  on  the  same  side  in  a 7 year  old  boy 
at  the  orifices  of  a reduplicated  ureter. 

Ectopic  ureterocele  is,  on  the  other  hand, 
almost  always  associated  with  complete  ureteral 
duplication.  In  this  case,  the  involved  ureter 
always  leads  from  the  upper  segment  of  he 
kidney,  but  a well-defined  pelvis  may  not  be 
identifiable.  The  ureter  leading  from  the  lower 
segment  of  the  kidney  may  be  compressed  by  the 
ureterocele  (Fig.  4). 

Ectopic  ureteral  orifices  are  associated  with  a 
ureter  which  opens  usually  into  the  urethra.  In 
the  male,  a ureteral  orifice  may  be  found  in  the 
vesical  neck,  prostatic  urethra,  seminal  vesicles, 
vas  deferens,  ejaculatory  ducts,  and  sinus  pocu- 
laris.  In  the  female,  the  locations  are  the  vesical 
neck,  urethra,  vestibule,  vagina,  cervix,  and 
fallopian  tubes.  In  both  sexes,  it  may  be  in  the 
urachus  and  rectum.  However,  ectopic  ureters 
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Figure  -4 


ending  elsewhere  than  in  the  urethra  are  not 
associated  with  ureterocele.  The  characteristic 
feature  of  an  ectopic  ureterocele  is  the  submu- 
cosal passage  of  the  distal  portion  of  the  involved 
ureter  for  a variable  distance  within  the  bladder 
wall  before  terminating  in  the  urethra.  The 
ectopic  ureterocele  usually  is  large,  and  its 
contact  with  the  floor  of  the  bladder  is  broad. 
Approximately  50  per  cent  of  ectopic  ureteroceles 
end  blindly  having  no  communication  with  the 
urethral  lumen,  but  functionally  this  is  not 
different  from  the  patent  ureter  because  in  the 
latter  emptying  is  seriously  impeded  by  increased 
intravesical  pressure  or  by  the  stream  of  urine  in 
the  urethra  during  micturition.  The  mass  does 
not  fill  and  deflate  like  a simple  ureterocele 
although  it  may  deflate  when  the  pressure  in  the 
bladder  is  increased  as  in  cystoscopy.  In  general, 
the  ectopic  ureterocele  is  larger  than  the  simple 
variety,  causes  more  severe  symptoms,  and  has  a 
less  favorable  prognosis.  Typical  symptoms  of 
urinary  tract  infection  usually  occur  within  the 
first  three  years  of  life  in  patients  with  ectopic 
ureterocele;  vesicoureteral  reflux  may  be  present, 


and  ureterectasis  and  hydronephrosis  commonly 
ensue. 

The  ectopic  ureterocele  may  be  visualized  in  a 
voiding  cystourethrogram  of  suitable  contrast 
density  when  its  prolongation  forms  a shallow 
prominence  in  the  floor  of  the  bladder  and  in  the 
posterior  urethra.  It  may  produce  obstruction  by 
pressure  against  the  vesical  neck  and  urethra. 
Ureteral  reflux  may  occur  into  the  involved 
ureter  if  the  ureterocele  is  perforated  or  into  the 
ipsilateral  ureter  if  there  is  no  perforation. 
Pressure  in  the  blocked  system  may  result  in  a 
dilated  superior  kidney  pelvis  or  non-function. 

The  superior  segment  of  the  involved  side  of 
the  urinary  tract  leading  to  the  ectopic  ureter- 
ocele is  almost  invariably  dilated,  and  pathologic 
changes  are  likely  to  be  present  in  other  parts  of 
the  urinary  tract  (Fig.  5).  The  inferior  pelvis  and 
ureter  of  the  ipsilateral  kidney  collecting  system 
may  be  dilated  also.  In  other  instances,  unilateral 
ectopic  ureterocele  may  produce  bilateral  hydro- 
nephrosis. Renal  dysplasia  has  been  demonstra- 
ted in  the  upper  pole  in  many  cases.  Dorst  et  al.3 
reported  that  the  ectopic  ureter  was  hypoplastic 
in  one  instance  and  moderately-to-severely  di- 


lated in  the  other  7 cases  in  which  the  size  was 
determined.  Three  patients  had  demonstrable 
duplication  of  the  collecting  system  of  the 
contralateral  kidney.  The  ectopic  ureterocele 
usually  has  a broad  communication  with  the 
dilated  extra  vesical  part  of  the  ureter  and  may  be 
compressed  by  distention  of  the  bladder  and 
appears  flattened  or  even  may  simulate  a 
diverticulum. 

Calculus  formation  frequently  occurs  in  the 
ureterocele.  In  this  case,  when  retrograde  filling 
of  the  bladder  is  carried  out,  the  stone  is  seen  to 
be  within  the  shadow  of  the  bladder  in  all  views. 
However,  there  is  a “halo”  around  the  calculus 
due  to  the  wall  of  the  ureter. 

Cystography  provides  information  about  the 
size  and  position  of  the  ureterocele,  its  tension 
and  compressibility,  the  degree  to  which  it  is 
backed  by  firm  detrusor  fibers,  its  tendency  to 
prolapse  into  the  urethra,  and  the  degree  to 
which  it  obstructs  the  bladder  outflow.  An 
evaluation  of  the  degree  of  stenosis  of  the  orifice 
may  be  made.  Cystography  also  can  distinguish 
between  cases  where  spontaneous  or  accidental 
instrumental  rupturing  has  occurred  so  that  the 
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classical  signs  have  been  altered. 4 

The  degree  of  ureterectasis  complicating  sim- 
ple ureterocele  usually  is  minimal  and  limited  to 
the  lower  third  of  the  ureter,  but  in  some  cases 
it  may  be  marked  and  involve  the  entire  ureter 
and  renal  pelvis.  If  there  is  no  ureterectasis  or 
pyelectasis,  no  calculi  and  no  infection,  simple 
urterocele  should  be  considered  an  incidental 
finding.  Only  rarely  do  these  lesions  become 
large  enough  to  cause  vesical  neck  obstruction. 
However,  there  have  been  instances  where  the 
dilated  segment  is  large  enough  to  fill  the 
bladder.  On  the  other  hand,  ectopia  is  likely  to  be 
associated  with  dysplasia  and  consequent  anom- 
alies as  noted  above.  The  dilated  ureter,  which 
passes  in  the  wall  of  the  bladder  from  the  region 
of  the  normal  ureterovesical  orifice  to  the  bladder 
neck,  is  covered  internally  only  by  bladder 
mucosa,  and  the  dilatation  of  the  ureter  produces 
a herniation  within  the  bladder — the  ureterocele. 
This  may  be  confused  with  a trigonal  cyst. 

Reflux  is  of  considerable  functional  signifi- 
cance since  reflux  into  an  ectopic  ureterocele  can 
and  does  occur  while  simple  ureterocele  is  rarely, 
if  ever,  involved  in  reflux.  However,  as  occasion- 
ally occurs,  incision  of  a ureterocele  cystoscopi- 
cally  may  result  in  reflux  and  persistent  infection. 
Attention  is  called  also  to  the  fact  that  in  females 
most  ectopic  ureteral  orifices  other  than  those 
shown  associated  with  “ectopic  ureteroceles"  are 
incontinent  as  well  as  obstructive,  and  these 
patients  exhibit  enuresis. 

RADIOGRAPHIC  FINDINGS 

Excretory  urography  usually  provides  a defini- 
tive diagnosis  of  simple  ureterocele.  The  distal 
end  of  the  ureter  presents  as  a round  or  oval 
widening.  The  defect  is  at  one  or  both  ureteric 
orifices.  This  bulges  into  the  bladder  submucos- 
ally  producing  a “cobra-head”  or  “spring 
onion"  defect.  When  both  the  ureter  and  bladder 
are  filled,  as  in  excretion  urography,  the  appar- 
ent lucent  ring  between  the  two  areas  of  contrast 
corresponds  to  the  wall  of  the  ureter  and  the 
bladder  mucosa  and  gives  the  effect  of  a halo. 
Simple  ureterocele  is  usually  small  and  may  be 
intermittently  filled.  Occasionally,  it  assumes 
considerable  size  and  fills  almost  the  entire 
bladder.  A large  round  symmetric  or  asymmetric 
form  is  seen  outlined  by  a layer  of  contrast 
medium.  Clinical  differentiation  from  prostatic 
hypertrophy  may  be  difficult.  In  some  cases, 
incomplete  filling  of  the  ureterocele  by  contrast 
material  results  in  a negative  shadow  which  may 


be  confused  with  non-opaque  vesical  calculus, 
vesical  tumor  or  gas  in  the  bowel. 

The  following  radiographic  findings  suggest 
ectopic  ureterocele:  (1)  double  collecting  system 
usually  with  hydronephrosis  of  the  upper  segment 
(2)  only  one  ureterovesical  orifice  on  the  involved 
side,  the  heterolateral  ureter  entering  the  poster- 
ior urethra  (3)  distention  of  the  bladder  com- 
pressing the  dilated  submucosal  segment  of  the 
ureter  and  decreasing  the  defect  by  displacing  the 
urine  more  proximally  (4)  demonstration  in  the 
bladder  of  a mass  or  filling  defect  which  may 
easily  be  mistaken  for  gas  in  the  rectum  in  the 
frontal  projection.  Occasionally  urography  will 
demonstrate  ureterectasis  and  pyelectasis  of  the 
upper  segment  of  the  duplicated  system.  The 
ureterocele  may  be  situated  near  the  mid-line  in 
the  base  of  the  bladder  near  the  neck.  An  ectopic 
ureterocele  in  the  bladder  at  the  internal  orifice 
can,  on  straining,  be  pressed  out  into  the  urethra, 
presenting  in  females  as  a “vulval  cyst”. 

SUMMARY 

1.  Ureterocele  may  be  simple  (usually  found 
in  adults),  or  ectopic  (usually  found  in  children). 

2.  Simple  ureterocele  is  characterized  by  a 
balloon-like  swelling  of  the  ureter  at  a trigonal 
or  non-trigonal  insertion  in  the  urinary  bladder. 
The  lesion  is  shown,  and  occasionally  exclusive- 
ly, by  excretory  urography  and  is  manifest  by  a 
“cobra-head”  or  “spring-onion”  defect.  The 

relatively  less  dense  ureteral  wall  contrasted 
againt  contrast  medium  appears  as  a halo. 
Simple  ureterocele  may  be  uni-  or  bi-lateral, 
single  or  multiple. 

3.  Ectopic  ureterocele  occurs  when  the  ureter- 
al orifice  opens  into  the  urethra;  characteristic- 
ally there  is  submucosal  passage  of  the  distal 
portion  of  the  involved  ureter  before  terminating 
in  the  urethra.  In  most  cases,  there  is  a duplicated 
ureter,  uni-  or  bi-lateral,  and  a mass  or  filling 
defect  is  usually  demonstrated  in  the  bladder. 
I here  are  ureterectasis  and  hydronephrosis  of 
varying  degree;  also  vesicoureteral  reflux.  The 
ectopic  ureterocele  may  be  associated  with  renal 
dysplasia. 
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COMBINED  RADIATION  THERAPY 
AND  SURGERY  IN  THE 
TREATMENT  OF  ADVANCED  HEAD 
AND  NECK  CANCER 

KENT  ROSSMAN,  M.D. 

A logical  appeal  for  combined  therapy  with 
good  evidence  of  improved  results  by  co- 
ordination between  the  radio-therapist  and 
the  surgical  oncologist  with  not  a significant 
increase  in  the  morbidity  to  these  patients. 

Although  considerable  controversy  still  exists 
regarding  the  best  treatment  methods  in  early 
squamous  carcinoma  of  the  head  and  neck 
region,  there  is  considerable  agreement  now 
regarding  the  treatment  of  advanced  cancer  in 
this  region.  The  benefits  of  preoperative  radia- 
tion have  been  fairly  well  proven  and  this 
modality  should  be  considered  in  many  of  the 
patients  with  advanced  head  and  neck  cancer. 

The  basic  philosophy  of  the  Radiation  On- 
cologist is  that  whenever  radiation  and  surgery 
give  equal  curative  results,  then  radiation  should 
be  used  since  it  tends  to  preserve  function  and 
gives  more  acceptable  cosmetic  results.  In  situa- 
tions where  surgery  is  speedier  and  the  compli- 
cations are  less,  there  is  no  question  that  surgery 
should  be  used.  However,  when  both  modalities 
fail  in  a high  percentage  of  cases  when  used 
alone,  then  these  cases  should  be  considered  for 
combination  therapy.  The  limits  of  surgical 
resection,  radiation  dosage  and  techniques  have 
been  reached;  there  being  marked  increases  in 
morbidity  with  attempts  at  extension  of  these 
techniques.  It  is  in  these  situations  that  com- 
bination of  radiation  and  surgery  can  be  used  to 
best  advantage.  Any  patient  who  has  already 
been  shown  to  be  incurable  either  by  fact  of 
demonstrated  distant  metastases  or  another  pri- 
mary incurable  tumor  should  not  be  considered 
for  this  therapy  but  rather  should  be  treated 
palliatively. 

From:  Radiation  Oncology,  Good  Samaritan  Hospital,  1033  E. 
McDowell,  Phoenix.  AZ  85006 

This  study  was  presented  at  the  Symposium  on  Head  and  Neck  Cancer 
held  at  Good  Samaritan  Hospital  on  February  8.  1975  under  the 
sponsorship  ol  the  American  Cancer  Society  and  Good  Samaritan 
Hospital  Division  of  Oncology 


WHY  GIVE  RADIATION  PRE  OPERATIVELY? 

If  we  analyze  the  causes  for  failure  in  the 
patients  under  consideration,  we  find  that  the 
majority  of  these  patients  demonstrate  local 
recurrence  of  the  primary  tumor  w ith  or  w ithout 
accompanying  neck  metastases  or  recurrence  in 
previously  treated  neck  areas.  Following  surgery, 
failure  may  occur  due  to  inadequate  excision  of 
peripherial  fingers  of  tumor,  implantation  of 
tumor  cells  into  the  wound  itself,  or  dissemina- 
tion of  tumor  cells  through  vascular  or  lymph- 
atic channels.  Following  radiation  treatment, 
tumor  usually  recurs  because  of  regrowth  of  a 
central  hypoxic  core  of  tumor  cells  that  initially 
were  insensitive  to  radiation  because  of  their  low 
oxygen  tension.  The  combination  of  these  tw'o 
modalities  should  be  in  the  order  in  which  each 
can  decrease  the  chance  of  failure  from  any  one 
of  the  above  causes.  In  addition,  it  is  well  known 
that  well  oxygenated  tumor  cells  are  more 
sensitive  to  radiation  treatment  than  poorly 
oxygenated  tumor  cells.  Following  surgery,  the 
blood  supply  is  disturbed  to  many  of  the 
remaining  tumor  cells  and  it  appears  logical  that 
oxygen  tension  will  decrease  in  the  residual 
tumor.  This  has  also  been  documented  in  animal 
studies.  Thus,  radiation  given  preoperatively 
can  be  more  effective  because  the  blood  supply 
has  not  been  interrupted. 

The  effect  of  radiation  given  preoperatively, 
then,  will  be  to  kill  some  of  the  tumor  cells, 
damage  most  of  the  others  and,  thus,  impair 
their  ability  to  be  implanted  in  the  wound  or  to 
be  disseminated  in  vascular  or  lymphatic  chan- 
nels despite  the  use  of  the  “en  block”  technique. 
There  is  also  an  effect  of  the  radiation  on  the 
tumor  bed  itself  to  create  fibrosis  and  “walling 
off”  of  the  tumor  so  as  also  to  prevent 
dissemination.  The  effect  of  surgery  following 
radiation  wrould  be  to  then  remove  the  residual 
hypoxic  tumor  that  remains  insensitive  to 
radiation  treatment. 

It  must  be  recognized  that  the  original  surgical 
technique  planned  prior  to  radiation,  however 
radical,  should  be  followed  despite  the  apparent 
reduction  in  tumor  size.  This  particular  point 
cannot  be  urged  too  strongly  since  it  is  well 
knowm  that  some  of  the  peripheral  tumor  cell 
fingers  can  defy  destruction  by  radiation. 

EXPERIMENTAL  STUDIES  IN  ANIMALS 

The  following  is  a brief  listing  of  the  well 
documented  benefits  of  preoperative  radiation 
in  animal  tumor  systems.  Unfortunately,  one 
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Table  1 

Summary  of  Clinical  Results 
Preoperative  Radiation  — Neck  Dissection 


DOSE 


RECURRENCE  RATE 


MEMORIAL  HOSPITAL.  100  rads  X 5 


IRRADIATED  NO  RADIATION 


1960 


ALL  PT. 

is? 

o 

CM 

33% 

+ NODES 

31% 

50% 

- NODES 

0% 

8% 

PRESBYTERIAN— ST.  L.UKES  250  rads  X 8 


+ ALL  PT.  10% 


75% 


1962 


250  rads  X 20 


cannot  be  too  hasty  in  extrapolating  these  results 
to  man. 

1.  Tumors  treated  with  radiation  grow  more 
slowly  (thus,  one  can  afford  to  delay  surgery 
without  fear  of  continued  growth  of  tumor). 

2.  Even  small  doses  reduce  tumor  transplant- 
ability  (which  suggests  that  implantation  in  the 
wound  is  decreased). 

3.  Radiation  prevents  dissemination  at  the 
time  of  surgery  (thereby  decreasing  the  frequency 
of  distant  metastases). 

T Finally,  radiation  reduces  the  local  recur- 
rence rate  of  surgically  removed  tumors. 

CLINICAL  RESULTS 

Although  there  are  no  good  prospective 
randomized  clinical  trials  which  answer  all  the 
questions  raised  in  the  use  of  combination 
therapy,  there  are  some  studies  which  suggest  to 
the  answers  to  these  questions:  Is  radiation  of 
benefit  preoperatively?  What  dosage  should  be 
used  and  over  what  period  of  time  should  the 
radiation  be  given?  How  long  can  one  safely  wait 
following  the  radiation  before  surgery  is  per- 
formed? and  finally,  Is  the  complication  rate 
acceptable? 

Before  assessing  the  results  of  various  clinical 
studies,  it  is  worthwhile  to  review  briefly  basic 
radiation  biology  which  suggests  that  fraction- 
ated radiation  is  better  than  high  dose,  short 
treatment  time  techniques.  At  least  50  years  ago, 
Coutard  demonstrated  that  by  decreasing  the 
daily  dose  and  increasing  the  total  number  of 
treatments  given,  one  could  increase  the  toler- 


ance of  normal  tissues  to  radiation  and  thereby 
increase  the  total  dosage.  One  could,  thus, 
enhance  tumor  cell  killing  as  manifested  by 
increased  cure  rate.  This  is  now  a part  of  the 
radiation  oncologist’s  ten  commandments  in  the 
curable  patients  and  should  also  bp  utilized  in 
combination  therapy.  The  tumor  cells  probably 
fit  into  three  compartments,  (1)  the  so-called 
cycling  cells,  (2)  the  hypoxic  cells,  and  (3)  the 
G-O  or  resting  cell  compartment.  These  are 
generally  somewhat  in  equilibrium.  The  cells  in 
the  cycling  compartment  are  the  most  sensitive 
to  radiation  and  as  these  are  destroyed  by  each 
successive  radiation  treatment,  tumor  cells  from 
the  other  compartments  enter  the  cycling  phase. 
These  tumor  cells,  which  were  initially  poorly 
sensitive  to  radiation  now'  become  much  more 
sensitive  and  thus  a larger  number  of  tumor  cells 
can  be  eradicated  by  the  use  of  fractionated 
radiation. 

An  example  of  what  happens  with  high  dose 
short  course  treatment  is  found  in  a study  done  at 
the  National  Cancer  Institute.  They  began  with 
2,000  rads  in  one  dose  in  three  patients  and  then 
1,500  rads  in  one  dose  in  three  patients,  and 
stopped  this  type  of  treatment  because  of  rather 
high  complication  rate  with  severe  morbidity 
manifested  by  mucosal  edema,  wound  separation 
and  wound  breakdown.  Following  this,  they 
then  treated  60  patients  with  1,000  rads  in  a 
single  dose.  These  patients  received  treatment  to 
a single,  usually  homolateral  field,  and  neck  was 
treated  only  if  lymph  nodes  were  felt  to  be 


870  NOVEMBER  1975  • XXXII  • 11 


Table  2 

Summary  of  Clinical  Resulls 
Preoperative  Radiation — Larynx — Pharynx — Oral  Cavity 


RECURRENCE  RATE 
IRRADIATED  NO  RADIATION 

MOUNT  SINAI  HOSPITAL 


NEW  YORK 

5500  rads/5 

14% 

MEDICAL  COLL.  VIRGINIA 

700  rads  X 2 

50% 

50% 

UNIV.  VIRGINIA 

5000  rads/5 

15% 

28% 

WASHINGTON  UNIV.  — BARNES 

1500-3000  rads  3 

STAGE  III,  IV 

20% 

40% 

LARYNX 

4 

2 

TRANS  GLOTTIC 

22 

17 

PYRIFORM  SINUS 

26 

42 

U.C.  SAN  ERANCISCO 

5000-6500  rads 

29  29  INOPERABLE 

PATIENTS 

CONVERTED 

MASS.  GENERAL  4500  rads/4^ 


positive.  Surgery  was  then  performed  24  hours 
following  the  single  dose  of  radiation.  This 
method  resulted  in  a marked  increase  in  the 
complications  in  the  patients  who  received 
radiation  and  absolutely  no  difference  in  the 
survival  or  recurrence  rate  of  tumors.  It  is 
interesting  that  the  surgeon  was  unable  to  tell 
which  patients  had  radiation  treatments  in  55% 
of  those  who  received  it. 

Why  did  this  result  happen?  As  pointed  out 
above,  it  might  have  been  anticipated  in  view  of 
the  fact  that  fractionated  radiation  was  not  given 
and  that  this  type  of  radiation  will  decrease  the 
reaction  in  normal  tissue  and  allow  for  increase 
in  tumor  cell  killing.  There  should  be  no  fear  of 
delay  in  surgery  since  the  radiation  will  delay 
any  growth  of  viable  tumor  cells. 

As  listed  in  Table  1,  there  are  two  studies  that 
deal  with  preoperative  radiation  prior  to  radical 
neck  dissection.  One  of  these  utilized  low  dose  of 
radiation  and  one  study  utilized  both  low  and 
high  dose  radiation.  The  first  from  Memorial 
Hospital  (a  randomized  trial)  utilized  a tech- 
nique whereby  surgery  was  performed  immedi- 
ately following  radiation.  In  that  study,  a slight 
benefit  occurred  to  the  patients  that  received  pre- 


operative radiation  as  opposed  to  those  that 
didn’t.  Again,  this  was  a somewhat  low  dose  of 
radiation  and  surgery  was  performed  immedi- 
ately after  the  treatment.  Of  interest  is  the  fact 
that  in  patients  who  had  clinically  positive  nodes, 
there  was  a more  significant  advantage  following 
combined  therapy. 

The  other  study  done  in  Chicago  utilized  only 
patients  who  had  positive  nodes  and  in  that 
series  of  patients  there  seemed  to  be  no  difference 
in  the  use  of  high  dose  or  low  dose  preoperative 

radiation.  Again,  it  must  be  stressed  that  this 
study  was  not  randomized  and  used  for  compari- 
son patients  who  had  received  surgical  treatment 
only  in  that  institution  during  another  time 
interval.  Despite  this,  there  was  considerable 
decrease  in  the  recurrence  rate  in  the  irradiate 
patient. 

In  both  of  these  studies,  the  primary  tumor 
was  not  necessarily  irradiated  and  no  attempt 
was  made  to  treat  both  the  primary  and  the  neck 
in  a planned  fashion  in  all  the  patients. 

The  results  in  the  larynx  and  pharynx,  Table 
2,  show  two  series  in  which  low  dose  radiation 
treatment  showed  no  benefit  and  three  series  in 
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which  high  dose  radiation  did  show  benefit. 
Probably  the  most  significant  study  (again  not 
randomized)  is  from  Mt.  Sinai  Hospital  by  Dr. 
Goldman  in  which  5,500  rads  were  given  over  a 
five  week  period.  A waiting  period  of  four  to  six 
weeks  occurred  in  which  the  normal  tissues  had  a 
chance  to  recover  from  the  irradiation  and  then  a 
radical  surgical  procedure  was  performed.  In  this 
series,  the  five  year  survival  rate  (determinant) 
was  85%.  I'his  remarkable  result  is  probably  the 
best  in  the  literature  and  shows  what  combina- 
tion therapy  in  experienced  hands  can  do.  In  the 
two  studies  which  utilized  low  dose  radiation 
treatment,  there  was  little  benefit  although  in  the 
study  from  Washington  University  there  seemed 
to  be  some  benefit  in  the  advanced  cases  of  Stage 
III  and  IV  and  also  in  patients  who  had  tumors 
of  the  pyriform  sinus.  It  should  be  noted  that  in 
this  group  at  least  more  fractionated  radiation 
was  given  with  average  doses  being  about  2,000- 
3,000  rads  in  three  weeks  as  compared  to  the 
other  study  in  which  only  two  treatments  of  700 
rads  each  were  given. 

Finally,  in  the  oral  cavity  high  dose  radiation 
was  given  to  29  inoperable  patients  and  all  29 
patients  were  converted  to  operable  status. 

COMPLICATIONS 

In  all  of  these  studies,  there  was  no  significant 
increase  in  serious  complications.  There  is  delay 
in  wound  healing  in  irradiated  patients  and  some 
of  the  sequellae  of  this  fact  must  be  accepted  to 
improve  the  local  control  and  cure  rate.  There 
was  no  significant  increase  in  fistula  formation, 
wound  dehiscence  or  postoperative  infection  if 
appropriate  techniques  were  used. 

TECHNIQUES 

As  listed  in  Table  3,  the  proper  techniques 
include  the  abandonment  of  the  trifurcate 
incision,  meticulous  hemostatis  to  prevent  hem- 
atoma formation  and  flap  necrosis  and  use  of 
various  tissue  flaps  to  cover  the  carotid  artery. 
The  other  techniques  listed  in  the  table  are 
variable  from  group  to  group  and  usage  depends 
on  experience  although  extended  nasogastric 
tube  usage  seems  to  be  important  to  prevent 
fistula  formation.  Probably  the  most  important 
factor  to  realize  is  that  the  head  and  neck  surgeon 
who  has  the  most  experience  in  dealing  with  the 
irradiated  patient  will  have  the  fewest  compli- 
cations. 

SUMMARY 

I he  indications  for  combined  radiation  and 
surgical  therapy  for  head  and  neck  cancer 


Table  3 

Surgical  Technique  in  the 
Irradiated  Patient 

PROPER  INCISION 
METICULOUS  HEMOSTASIS 

AIR  TIGHT  SKIN  FLAPS  AND  HEMOVAC  DRAINAGE 
PARAVERTEBRAL  FASCIA  FLAP 
LEVATOR  SCAPUALE  FLAP  FOR  CAROTID 
3 LAYER  CLOSURE  FOR  PHARYNX 
EXTENDED  NG  TUBE  USE 
PROPHYLACTIC  ANTIBIOTICS 


include  those  patients  in  whom  a high  local 
recurrence  rate  occurs  following  either  of  the 
modalities  alone  which  includes  patients  with 
advanced  disease  or  patients  who  are  inoperable 
to  begin  with.  Many  patients  who  have  fixed 
neck  nodes  will  have  nodes  free  up  from  the 
carotid  sheath  so  that  the  surgical  resection  can 
take  place.  Even  in  many  operable  patients,  the 
fact  of  high  local  recurrence  warrants  considera- 
tion of  combination  therapy. 

It  is  recommended  that  these  patients  receive 
4,500  to  5,000  rads  in  four  and  one-half  weeks  to 
five  weeks,  given  by  experienced  radiation 
oncologists.  A waiting  period  of  four  to  six 
weeks  is  optimum  prior  to  the  surgical  resection 
again  performed  by  experienced  head  and  neck 
surgeons. 

Probably  the  most  single  important  indication 
for  combined  therapy  is  the  result  of  a conjoint 
decision  between  the  head  and  neck  surgeon  and 
the  radiation  oncologist,  both  of  whom  see  the 
patient  prior  to  institution  of  any  therapy.  Only 
when  thought  is  given  prior  to  therapy  to  the 
combined  approach  can  this  be  achieved  with 
satisfactory  results. 
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IMPLANT  RESECTION 
ARTHROPLASTY  IN  ARTHRITIS 
OF  THE  UPPER  EXTREMITY 

ROBERT  M.  LUMSDEN,  II,  M.D. 


INTRODUCTION 

Total  joint  replacement  in  the  lower  extremity 
has  received  much  attention  in  the  recent  past. 
The  development  of  the  total  hip  joint  replace- 
ment (low  friction  arthroplasty)  by  Mr.  John 
Charnley1  at  the  Centre  for  Hip  Surgery  at 
Wrightington,  England  (1961)  has  become  com- 
mon knowledge  to  both  physician  and  lay 
communities.  The  development  and  subsequent 
release  of  polymethylmethacrylate  cement  for 
general  use  has  allowed  mechanical  fixation  of 
these  devices  to  bone  and  has  been  a major 
breakthrough  in  the  overall  rehabilitation  of  the 
arthritic  patient.  In  the  past  five  years,  the 
concepts  as  originally  devised  by  Mr.  Charnley 
have  been  extended  to  allow  similar  reconstruc- 
tions of  all  compartments  of  the  knee  joint  and 
most  recently,  the  ankle  shoulder  and  elbow.2  3 

New  developments  in  implant  design  have  led 
to  the  increasing  availability  of  materials  and 
artificial  joints  to  be  used  in  reconstruction  of 
the  arthritic  upper  extremity  as  well.  In  contrast 
to  the  rigid  (metal)  and  semi-rigid  (high  density- 
polyethylene)  materials  suitable  for  implanta- 
tion in  the  human  body,  flexible  implants  have 
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been  fabricated  as  a result  of  the  industrial 
development  of  silicone  rubber  products.  Design 
and  development  of  silicone  implants  was  first 
instituted  in  the  early  1960’s  by  Alfred  B. 
Swanson,  M.D.2  in  the  Orthopaedic  Research 
Department  at  Blodgett  Memorial  Hospital, 
Grand  Rapids,  Michigan.  Clinical  investigation 
was  carried  out  for  the  ensuing  five  years,  at 
w'hich  time  it  became  evident  that  the  concepts 
and  principles  of  reconstructive  surgery  in  the 
arthritic  upper  extremity  utilizing  silicone  rub- 
ber (silastic®)*  had  been  proven  a safe  and 
effective  method  when  the  established  surgical 
procedures  and  postoperative  programs  were 
strictly  adhered  to.  Although  the  initial  prin- 
ciples were  applied  to  the  patient  suffering  from 
rheumatoid  arthritis,  research  and  development 
has  led  to  the  application  of  implant  resection 
arthroplasty  in  osteoarthritis  and  traumatic 
arthritis,  as  well  as  in  most  other  forms  of  the 
less  common  arthritides. 

SILICONE  RUBBER 

Silicone  rubber  is  a synthetic  compound  made 
from  silica  (or  fine  sand)  by  extraction  of 
elemental  silicon.  Through  a process  of  poly- 
merization, dimethyl  groups  are  added  to  the 
powdered  silicon  with  a copper  catalyst,  ulti- 
mately resulting  in  the  final  silicone  polymers. 
Many  types  of  silicone  rubber  have  been  develop- 
ed, most  recently  a material  with  markedly 
improved  durability  and  tear  resistance  that  has 
been  called  High  Performance  Silicone  Elasto- 
mer. Changes  in  implant  design  have  resulted 
because  of  new  developments  in  the  Orthopaedic 
Research  Laboratory,  under  the  supervision  of 
Dr.  Swanson,  as  well  as  from  constant  computer- 
ized input  evaluation  of  the  more  than  three 
hundred  field  clinics  throughout  the  world 
participating  in  the  project. 

TENOSYNOVITIS  AND  TENDON 
RECONSTRUCTION 

The  hypertrophy  of  altered  synovium  in 
rheumatoid  arthritis  can  involve  both  joints  and 
tendons.  The  pannus  leading  to  stretching  of  cap- 
sular and  ligamentous  structures,  joint  erosions, 
and  cartilage  destruction  is  commonly  appreci- 
ated. Inflamed  synovium  can  also  invade  ten- 
dons, tendon  sheaths,  and  the  supporting  retin- 
aculae  in  the  wrist  and  hand.  On  the  flexor  side 
of  the  extremity,  tenosynovitis  within  the  wrist, 
palm  and  digits  can  lead  to  carpal  tunnel 

* Dow  Corning  Corporation,  Medical  Products  Division.  Midland, 
Michigan. 
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syndrome,  trigger  finger,  limitation  of  joint 
motion,  stiff  finger  joints,  and  most  seriously, 
tendon  rupture.  Dorsal  tenosynovitis  most  com- 
monly involves  the  finger  and  thumb  extensor 
tendons  at  the  wrist  level.  In  contrast  to  synovitis 
involving  joints,  tenosynovitis  presents  as  pain- 
less swelling,  particularly  dorsally.  As  on  the 
flexor  side,  tendon  rupture  is  a serious  and 
avoidable  complication.  Staged  tendon  grafting 
procedures  are  available  using  artificial  tendons 
fabricated  from  silicone  rubber  when  all  digital 
tendons  have  completely  ruptured.  These  tech- 
niques can  be  only  considered  salvage  procedures 
with  limited  useful  return  of  function  and  a plea 
is  made  for  early  treatment  prior  to  tendon 
rupture.2  The  results  of  tenosynovectomy,  especi- 
ally when  performed  prior  to  significant  tendon 
invasion  or  rupture  have  been  gratifying.  Early 
return  of  range  of  motion  and  minimal  long 
term  recurrence  is  the  general  rule. 

FINGER  JOINT  IMPLANT 

The  original  flexible  implant  to  be  used  in  the 
digits  was  developed  in  1962  and  found  its  final 
form  after  five  design  changes.  This  implant  has 
proven  its  strength  and  durability  after  six 
hundred  million  90  degree  flexion/extension 
cycles  without  evidence  of  material  failure.3  The 
arthroplasty  is  indicated  at  the  metacarpal- 
phalangeal  level  for  fixed  or  stiff  joints,  sub- 
luxated and/or  destroyed  joints,  ulnar  drift 
uncorrectable  by  soft  tissue  procedures  alone, 
contracted  intrinsic  and  extrinsic  musculature, 
and  associated  stiff  interphalangeal  joints.  Im- 
plants are  available  in  eleven  sizes.  The  prin- 
ciples of  implantation  in  both  the  metacarpal- 
phalangeal  (thumb  and  fingers)  and  proximal 
interphalangeal  joints  requires  not  only  careful 
bone  resection  but  also  meticulous  attention  to 
rebalancing  both  the  musculotendinous  and 
capsulo-ligamentous  structures  in  the  arthritic 
hand  and,  in  particular,  the  hand  crippled  by 
rheumatoid  arthritis.  Early  mobilization  is  ag- 
gressively initiated  three  to  five  days  postopera- 
tively,  incorporating  the  principles  of  dynamic 
bracing  and  splinting  of  appropriate  parts.  The 
usual  postoperative  regimen  involves  contin- 
uous use  of  the  dynamic  brace  for  three  weeks  to 
maintain  the  operative  corrections  of  alignment, 
angulation  and  rotation,  followed  by  the  use  of 
the  brace  for  another  three  weeks  as  a night 
splint,  after  which  the  patient  is  usually  allowed 
to  be  brace-free. 

Early  pain  relief  is  the  general  rule,  as  well  as 
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progressively  increasing  function  and  cosmetic 
appearance.  The  complication  rates  have  been 
low.  Infection  is  encountered  in  less  than  1%  of 
cases,  and  fracture  or  tearing  of  the  implant  is 
also  uncommon.  Infection  usually  occurs  in 
only  one  joint,  in  spite  of  multiple  implants  in 
adjacent  joints.  Implant  removal  is  usually 
sufficient  to  control  the  situation,  thereby 
allowing  a simple  solution  to  a possibly  difficult 
problem.  If  intraoperative  correction  has  been 
achieved,  implant  failure  has  not  commonly  led 
to  recurrence  of  deformity  or  clinical  problems. 
If  indicated,  the  implant  can  be  removed  and 
replaced  in  a rather  simple  fashion. 

WRIST  IMPLANTATION 

The  design  of  the  flexible  hinge  has  been 
modified  for  use  in  the  correction  of  the  severely 
deformed  rheumatoid  wrist,  with  good  success. 
Volar  subluxation  and  dislocation  of  the  radio- 
carpal joint,  secondary  to  synovitis  and  carpal 
reabsorption  and  destruction,  have  been  effect- 
ively relieved.  Rebalancing  of  the  extensor 
mechanism  of  the  hand,  as  well  as  the  repair  of 
pre-existing  tendon  ruptures,  is  required  to 
achieve  and  restore  a pain-free  range  of  motion 
of  the  wrist.  Mobility  and  stability  of  the  wrist 
are  important  for  normal  function  of  the 
extrinsic  muscles  of  the  fingers.  Effective  transfer 
of  power  by  the  extrinsic  musculature  to  the 
digits  is  markedly  attenuated  in  the  face  of 
instability  at  the  radio-carpal  level,  as  the  wrist  is 
the  key  joint  to  proper  functioning  of  the  hand. 
The  final  result  of  flexible  implant  resection 
arthroplasty  of  the  radio-carpal  joint  can  be  a 
vast  functional  and  therapeutic  improvement 
over  wrist  fusion. 

Avascular  necrosis  of  the  scaphoid  bone 
(inappropriately  but  commonly  referred  to  as  the 
carpal  navicular),  or  Preiser’s  disease,  and  of  the 
lunate  bone,  or  Kienbock’s  disease,  can  lead  to 
incapacitating  disability  of  an  otherwise  normal 
wrist,  with  painful  limitation  of  motion  and  loss 
of  power  and  function.  Years  of  research  and 
thousands  of  man  hours  have  resulted  in  the 
development  of  implants  almost  identical  to 
their  anatomical  counterparts,  for  complete 
replacement  of  the  diseased  bones.  These  im- 
plants function  in  the  same  way  as  a ball 
bearing,  requiring  an  external  housing  for 
support.  Adequate  capsulo-ligamentous  recon- 
struction around  the  implant  is  essential  to 
achieve  early  and  late  stability  and  can  be 
accomplished  only  at  the  time  of  surgery.  Strict 


attention  to  the  detail  of  the  established  surgical 
procedure  is  mandatory  to  minimize  potential 
complications. 

THUMB  CARPO-METACARPAL  JOINT 

Arthritis  of  the  carpo-metacarpal  joint  of  the 
thumb  often  results  in  lateral  subluxation, 
weakness  of  grasp  and  pinch,  hypermobility 
with  instability  of  the  metacarpal-phalangeal 
joint,  and  painful  disability.  Arthrodesis  has 
been  considered  an  acceptable  method  of  treat- 
ment. Arthritis  may  be  present  not  only  at  the 
carpo-metacarpal  joint,  but  also  between  the 
trapezium  and  trapezoid  (35%),  the  trapezium 
and  scaphoid  (48%),  and  the  trapezium  and  the 
second  metacarpal  (86%). 3 Such  pantrapezial 
arthritis  often  compromises  the  clinical  result, 
even  with  a satisfactory  fusion  at  the  carpo- 
metacarpal level.  The  problems  of  rigidity  and 
poor  positioning  after  fusion  are  minimized. 
Implant  resection  arthroplasty  of  the  trapezium 
bone  can  be  an  effective  alternative  to  arth- 
rodesis. Pain  relief  is  good,  and  the  problem  of 
pantrapezial  arthritis  is  no  longer  of  concern. 
Stability  and  restoration  of  motion  to  a near 
normal  range  can  frequently  be  achieved  in  the 
average  patient.  At  the  present  time,  I consider 
implant  resection  arthroplasty  of  the  trapezium 
bone  the  treatment  of  choice  for  symptomatic 
arthritis  of  the  first  carpo-metacarpal  joint. 

CAPUT  ULNAE  SYNDROME 

Disability  of  the  distal  radio-ulnar  joint  is 
frequently  seen  in  patients  with  rheumatoid 
arthritis  and  occasionally  in  patients  with 
associated  post  traumatic  and  post-surgical 
disabilities.  Dorsal  subluxation  of  the  distal  ulna 
secondary  to  ligamentous  laxity  and  the  erosive 
synovitis  of  the  rheumatoid  process  is  also 
frequently  the  cause  of  disruption  of  the  extensor 
mechanism  of  the  fingers  and  hand  at  the  wrist 
level.  Resection  of  the  distal  ulna  can  be  combied 
with  an  extensive  synovectomy  of  the  distal 
radio-ulnar  joint,  wrist,  and  extensor  tendons. 
Reconstruction  of  the  distal  ulna  is  facilitated  by 
use  of  the  ulnar  head  implant,  allowing  reduct- 
ion of  the  subluxed  distal  ulna  and  effective 
tendon  reconstruction  dorsally,  and  minimizing 
the  risk  of  recurrence.  The  anatomical  relation- 
ships and  biomechanical  function  of  the  distal 
radio-ulnar  joint  can  thus  be  preserved.  The 
implant  allows  greater  stability  of  the  wrist  and 
helps  prevent  ulnar-carpal  shift.  Bone  over- 
growth is  reduced  to  a minimum,  and  a smooth 
surface  for  the  overlying  extensor  tendons  is 
provided.  The  implant  is  available  in  seven  sizes. 


ELBOW  JOINT 

Reconstruction  of  the  severely  destroyed  and 
unstable  rheumatoid  elbowr  usually  requires 
total  joint  replacement  w'hen  surgery  is  indi- 
cated. Most  devices  consist  of  an  articualted  two 
piece  system,  requiring  intramedullary  fixation 
with  bone  cement.  Early  results  have  been  good, 
particularly  in  patients  with  severe  pre-existing 
disability.  Loss  of  fixation  at  the  cement-bone 
bond  has  been  a problem  in  some  individuals. 
The  force-dampening  characteristic  of  the  sili- 
cone elastomers  is  being  incorporated  into  an 
ulnar  component  in  an  effort  to  reduce  the 
torque  stress  at  the  humeral  cement-bone  bond. 

An  alternative  to  total  joint  replacement  in  the 
less  severely  involved  elbow  is  synovectomy  and 
debridement  of  the  joint.  Resection  of  the  radial 
head  through  a lateral  approach  allows  an 
almost  complete  synovectomy  to  be  accomp- 
lished. Improved  stability  can  be  achieved  with 
the  use  of  the  radial  head  implant  and  restora- 
tion of  a functional  range  of  motion  with 
minimal  flexion  contracture  and  relief  of  pain 
has  been  encountered.  In  a similar  fashion,  the 
treatment  of  early  or  late  post-traumatic  disabil- 
ity after  fracture  of  the  radial  head  has  been 
equally  gratifying. 

SUMMARY 

The  concepts  and  principles  of  distributing- 
load  flexible  implants  differs  completely  from 
those  of  rigid  implants  requiring  intramedullary 
bone  fixation.  The  flexible  implant  acts  as  a 
dynamic  interpositional  bone  spacer.  Fixation  to 
bone  is  not  desirable,  in  contrast  to  other  forms  of 
total  joint  reconstruction,  for  very  particular 
biomechanical  reasons.  The  flexible  implant 
allows  the  formation  of  a capsulo-ligamentous 
system  by  the  normal  process  of  “encapsulation” 
developing  around  it.  Lise  of  the  flexible  silicone 
implant  is  only  a part  of  a total  method.  To 
provide  the  patient  with  the  best  possible  results, 
the  reconstructive  surgeon  must  thoroughly 
understand  the  concepts,  techniques,  and  possi- 
ble pitfalls  of  this  method.  Early  evaluation  of 
the  arthritic  upper  extremity  by  combined 
medical  and  surgical  teams  enhances  the  possi- 
bility of  a good  result  and  a satisfied  patient. 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law;  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur; 
treatment  is  similar  to  that  for  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline®  (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria, paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d. ; 5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus, pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  V2  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680 


SEARLE 


455 


Diarrhea  can  hook  anyone.  When  it  does, 
physicians  and  patients  both  want  prompt 
control  of  diarrheal  symptoms.  Lomotil  will 
usually  control  diarrhea  promptly. 

This  rapid  action  can  halt  the  emergency 
aspect  of  diarrhea  and  is  comforting  and 
reassuring  to  the  patient.  Electrolyte  and 


fluid  losses  can  be  corrected  while  the  spe- 
cific cause  of  the  diarrhea  is  being  deter- 
mined. If  an  infective  agent  is  the  cause, 
appropriate  specific  therapy  should  be 
given  along  with  Lomotil. 

Lomotil  is  contraindicated  in  children 
less  than  2 years  old. 


Lomotil 

Each  tablet  and  each  5 ml  of  liquid  contain:  diphenoxylate  hydrochloride  2 5 mg  (Warning  May  be  habit  forming),  atropine  sulfate  0 025  mg 

holds  the  line. 


In  hypertension, 

ALDOMETmethyldopaimsd) 

usually  offers  more 
than  effective  lowering 
of  blood  pressure... 


With  ALDOMET 
(Methyldopa,  MSD), 
existing  renal  function 
is  usually  unchanged 

ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyldopa,  MSD), 
cardiac  output  is 
generally  unchanged 

ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


MSD 


* \ 

With  ALDOMET 
(Methyldopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 

ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


for  hypertension 

TABLETS,  250  mg,  500  mg,  and  125  mg 

ALDOMET 

<METHYU)0MIMS0) 

a unique  antihypertensive  agent 

ALDOMET  is  contraindicated  in  active  hepatic  disease, 
hypersensitivity  to  the  drug,  and  if  previous  methyldopa 
therapy  has  been  associated  with  liver  disorders.  It  is 
not  recommended  in  pheochromocytoma. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occur  with 
methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  MSP 
or  liver  disorders  could  lead  to  potentially  fatal  complica-  MERCK 

tions  unless  properly  recognized  and  managed.  For  more  SHARF^ 

details  see  the  brief  summary  of  prescribing  information.  DOHME 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


to  further 
simplify  therapy 
for  many  patients 


now  available 

ALDOMET 500  mg 

(METHYLDOPA  MSD) 


often  more  practical  to  prescribe 
easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
25CTmg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


l.o-g 

daily 

dose 


1.5-g 

daily 

dose 


2.0-g 

daily 

dose 


NOTE:  Tablets  shown  are  not  actual  size. 


in  hypertension 

ALDOM  ET (METHYLDOPAIMSD) 

usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of 
patients  develop  a positive  direct  Coombs  test, 
usually  between  6 and  12  months  of  therapy.  Lowest 
incidence  is  at  daily  dosage  of  1 g or  less.  This  on 
rare  occasions  may  be  associated  with  hemolytic 
anemia,  which  could  lead  to  potentially  fatal  com- 
plications. One  cannot  predict  which  patients  with  a 
positive  direct  Coombs  test  may  develop  hemolytic 
anemia.  Prior  existence  or  development  of  a positive 
direct  Coombs  test  is  not  in  itself  a contraindication 
to  use  of  methyldopa.  If  a positive  Coombs  test 
develops  during  methyldopa  therapy,  determine 
whether  hemolytic  anemia  exists  and  whether  the 
positive  Coombs  test  may  be  a problem.  For  exam- 
ple, in  addition  to  a positive  direct  Coombs  test 
there  is  less  often  a positive  indirect  Coombs  test 
which  may  interfere  with  cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to 
do  a blood  count  (hematocrit,  hemoglobin,  or  red 
cell  count)  for  a baseline  or  to  establish  whether 
there  is  anemia.  Periodic  blood  counts  should  be 
done  during  therapy  to  detect  hemolytic  anemia.  It 
may  be  useful  to  do  a direct  Coombs  test  before 
therapy  and  at  6 and  12  months  after  the  start  of 
therapy.  If  Coombs-positive  hemolytic  anemia  oc- 
curs, the  cause  may  be  methyldopa  and  the  drug 
should  be  discontinued.  Usually  the  anemia  remits 
promptly.  If  not,  corticosteioids  may  be  given  and 
other  causes  of  anemia  should  be  considered.  If  the 
hemolytic  anemia  is  related  to  methyldopa,  the  drug 
should  not  be  reinstituted.  When  methyldopa  causes 
Coombs  positivity  alone  or  with  hemolytic  anemia, 
the  red  cell  is  usually  coated  with  gamma  globulin  of 
the  IgG  (gamma  G)  class  only.  The  positive  Coombs 
test  may  not  revert  to  normal  until  weeks  to  months 
after  methyldopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  direct 
Coombs  test  alone  will  not  interfere  with  typing  or 


cross  matching.  If  the  indirect  Coombs  test  is  also 
positive,  problems  may  arise  in  the  major  cross 
match  and  the  assistance  of  a hematologist  or 
transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy, 
sometimes  with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to 
3 months  of  therapy.  In  some  patients  the  findings 
are  consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or 
jaundice  appear,  stop  therapy  with  methyldopa.  If 
caused  by  methyldopa,  the  temperature  and  abnor- 
malities in  liver  function  characteristically  have 
reverted  to  normal  when  the  drug  was  discontinued. 
Methyldopa  should  not  be  reinstituted  in  such  pa- 
tients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur. 
Patients  should  be  followed  carefully  to  detect  side 
reactions  or  unusual  manifestations  of  drug  idio- 
syncrasy. 

Use  in  Pregnancy:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  requires  that  antici- 
pated benefits  be  weighed  against  possible  risks; 
possibility  of  fetal  injury  can  not  be  excluded. 
Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with 
measurement  of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochro- 
mocytoma.  It  is  important  to  recognize  this 
phenomenon  before  a patient  with  a possible  pheo- 
chromocytoma  is  subjected  to  surgery.  Methyldopa 
is  not  recommended  for  patients  with  pheochromo- 
cytoma.  Urine  exposed  to  air  after  voiding  may 
darken  because  of  breakdown  of  methyldopa  or  its 
metabolites. 


Stop  drug  if  involuntary  choreoathetotic  movement 
occur  in  patients  with  severe  bilateral  cerebrovascu 
lar  disease.  Patients  may  require  reduced  doses  o 
anesthetics;  hypotension  occurring  during  anes 
thesia  usually  can  be  controlled  with  vasopressors 
Hypertension  has  recurred  after  dialysis  in  patient 
on  methyldopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system 

Sedation,  headache,  asthenia  or  weakness,  usual) 
early  and  transient;  dizziness,  lightheadedness 
symptoms  of  cerebrovascular  insufficiency 
paresthesias,  parkinsonism,  Bell's  palsy,  decreasei 
mental  acuity,  involuntary  choreoathetotic  move 
ments;  psychic  disturbances,  including  nightmare 
and  reversible  mild  psychoses  or  depression. 
Cardiovascular:  Bradycardia,  aggravation  of  angm 
pectoris.  Orthostatic  hypotension  (decrease  daii, 
dosage).  Edema  (and  weight  gain)  usually  reliever 
by  use  of  a diuretic.  (Discontinue  methyldopa  il 
edema  progresses  or  signs  of  heart  failure  appear; 
Gastrointestinal:  Nausea,  vomiting,  distention,  con 
stipation,  flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black"  tongue,  pancreatitis,  sialadenitis. 
Hepatic:  Abnormal  liver  function  tests,  jaundice 
liver  disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic 
anemia  Leukopenia,  granulocytopenia,  throm 
bocytopema. 

Allergic:  Drug-related  fever,  myocarditis. 

Other  Nasal  stuffiness,  rise  in  BUN.  breast  enlarge 
ment,  gynecomastia,  lactation,  impotence,  decreasec 
libido,  dermatologic  reactions  including  eczema  anc 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  tc 
500  mg  daily  when  given  with  antihypertensive' 
other  than  thiazides.  Tolerance  may  occur,  usually 
between  second  and  third  month  of  therapy;  in 
creased  dosage  or  adding  a thiazide  frequently 
restores  effective  control.  Patients  with  impairec 
renal  function  may  respond  to  smaller  doses.  Syn 
cope  in  older  patients  may  be  related  to  mcreasec 
sensitivity  and  advanced  arteriosclerotic  vasculai 
disease;  this  may  be  avoided  by  lower  doses. 

How  Supplied:  Tablets,  containing  125  my 
methyldopa  each,  in  bottles  of  100;  Tablets,  contain 
mg  250  mg  methyldopa  each,  in  single-uni1 
packages  of  100  and  bottles  of  100  and  1000 
Tablets,  containing  500  mg  methyldopa  each,  ir 
single-unit  packages  of  100  and  bottles  of  100. 
For  more  detailed  information,  consult  your  MSI 
representative  or  see  full  prescribing  informs 
tion.  Merck  Sharp  & Dohme,  Division  of  Merck  l 
Co.,  Inc.,  West  Point,  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


ETHICS,  THE  SCIENCE  OF 
MORAL  CONDUCT  AND  DUTY' 


For  lo  these  three-score  and  several  years,  in 
spite  of  rebuffs,  I have  clung  to  the  belief  that  the 
law,  and  the  practitioners  of  that  noble  profess- 
ion, that  the  Law  as  dispensed  was  a system 
devoted  to  absolute  Justice  as  far  as  humanly 
possible. 

Now  I must  admit,  that  I am  finally  and 
almost  totally  disabused  of  that  lofty  and 
perhaps  naieve  belief. 

In  a recent  book  review  Allen  R.  Rosenberg, 
M.D.,  J.D.  LL.,  M.F.  C.  L.  M.  makes  the 
following  comments  concerning  the  new  text 
entitled  LAWYERS’  ETHICS  IN  AN  ADVER- 
SARY SYSTEM.*  So  that  there  will  be  no 
mistake  in  the  thrust  of  Dr.  Rosenberg’s  review 
the  following  is  quoted  without  revision.  “This 
study  of  ethics  is  authoratative,  penetrating, 
incisive,  learned,  argumentative,  and  controvers- 
ial. It  courageously  presents  a point  of  view,  I 
like  it.  I recommend  it.  A grant  from  the  Ford 
Foundation  made  possible  the  author’s  research 
in  England,  Scotland,  Canada  and  the  United 
States.  Freedman  now  dean  and  professor  of  Law 
at  Hofstra  Law  School,  candidly  reveals  his 
motivation  for  the  writing.  While  delivering  an 
introductory  lecture  in  criminal  advocacy  at  the 
Criminal  Trial  Institute  in  1966,  he  outined  the 
hardest  questions  the  lawyers  would  face;  (1) 


Should  they  put  a witness  on  the  stand  when 
they  know  he  will  commit  perjury?  (2)  Should 
they  cross-examine  a prosecution  witness  whom 
they  know  to  be  accurate  and  truthful,  in  order  to 
make  the  witness  appear  to  be  mistaken  or  lying? 
(3)  Should  they  give  their  client  advice  about  the 
law  when  they  know  the  advice  may  induce  him 
to  commit  perjury?  The  author’s  answer  was 
“YES”  to  all  three  questions.” 

“When  members  of  the  Federal  Judiciary  read 
a report  of  this  lecture  in  the  Washington  Post, 
they  accused  the  author  of  doing  a disservice  to 
the  profession.  Several  unsuccessfully  attempted 
to  have  him  disbarred  and  dismissed  from  his 
position  as  Professor  of  Law  at  George  Washing- 
ton University.  In  addition,  disciplinary  pro- 
ceedings, later  dropped,  were  begun  against  him 
for  “expressed  opinions”  in  apparent  disagree- 
ment with  the  Cannons  of  Professional  Ethics. 
This  experience  inspired  the  author  to  address 
himself  to  the  matter  of  Professional  Ethics”. 

“One  of  the  judges  who  led  the  disbarment 
crusade  was  Warren  Berger,  then  a judge  in  the 
U.  S.  Court  of  Appeals  for  the  District  of 
Columbia  Circuit,  now  Chief  Justice  of  United 
States”.  . . “Under  ‘Access  to  the  Legal  System; 
The  Professional  Obligation  to  Chase  Ambu- 
lances’ we  find  an  account  of  a five  year  old  boy 
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who  had  been  injured  by  an  automobile.  An 
adjuster  from  the  insurance  company  visited  the 
mother  and  told  her  there  was  no  need  to  retain  a 
lawyer  since  the  company  would  make  settle- 
ment as  soon  as  the  boy  was  out  of  the 
physician’s  care.  At  that  time,  he  told  her,  she 
could  retain  counsel  if  she  wished.  The  boy’s 
injuries  required  twenty-three  months  of  medical 
care.  The  mother  made  repeated  unsuccessful 
efforts  to  reach  either  the  insurance  company  or 
an  adjuster.  She  finally  retained  a lawyer  to  bring 
suit,  but  insurance  company  successfully  pleaded 
the  two-year  statute  of  limitations”. 

‘‘Ethically  a lawyer  has  no  obligation  to  take  a 
case  that  is  offensive  to  his  personal  judgement. 
The  author,  however,  states  that,  assuming  that 
the  company  did  not  know  of  the  adjuster’s 
actions  at  that  time,  the  lawyer  should  have 
urged  the  company  to  abandon  pleading  this 
statuatory  bar  because  of  the  unj  ust  circumstances 
of  the  case.  If  a lawyer  knew  of  or  prompted  the 
adjusters  actions  to  ‘‘trick  this  person”  he  would 
be  in  direct  violation  of  the  Code  of  Professional 
Responsibility.  In  the  author’s  opinion,  it  is  not 
uncommon  for  lawyers  to  do  this.  He  states 
critically  that  lawyers  are  rarely,  if  ever  dis- 
ciplined for  the  perversion  of  professional 
knowledge  and  skill.” 

Now  this  completes  the  direct  quote  from  the 
review  by  this  physician-lawyer.  As  indicated  in 
the  review,  not  all  of  the  Legal  Profession  agrees 
with  the  author,  but  the  fact  remains  that 
attempts  which  were  made  to  disbar  or  to 
discipline  him  for  teaching  this  ‘‘Code  of  Ethics’ 
to  law  students  or  to  have  him  dismissed  from  his 
teaching  position  at  George  Washington  Uni- 
versity, none  of  these  attempts  were  successful” 
and  they  were  apparently  conducted  by  other 
lawyers. 

It  would  therefore  appear  that  the  Adminis- 
tration of  Justice  as  advocated  and  practised  by 
some  of  the  Trial  Lawyers,  that  this  Administra- 
tion of  Justice  seems  almost  diabolically  opposed 
to  any  reasonable  rendering  of  Justice  that  some 
of  us  have  been  led  to  expect. 

Bear  this  in  mind  when  you  approach  the 
bench  for  your  mite  of  justice. 

JOHN  W.  KENNEDY,  M.D. 

•Reference:  Book  Review  by  Allen  R.  Rosenberg,  M.D.  J.  D.  F.  C.  L. 
M.  "Lawyers  Ethics  in  an  Adversary  System  by  Monroe  H.  Freedman 
LL.  B.  LL.  M Bobbs-Merrill  Co.  Inc.  New  York  1975  270  pages,  price 
$12.50  reviewed  in  the  Journal  of  Legal  Medicine  Vol.  Ill  No.  8 Sept. 
1975,  page  50-51. 

*Pears  Encyclopedia,  Sixty  Fifth  Edition,  1957 


HEAT  AND  RADIATION  IN  CANCER 
THERAPY  AND  DIAGNOSIS 


NEAL  A.  VANSELOW,  M.D. 


In  July  1975,  a three  year  grant  of  $629,459  was 
made  to  Dr.  Max  L.  M.  Boone,  Director  of 
Radiation  Oncology  of  the  Arizona  Medical 
Center  in  Tucson.  The  funds  awarded  by  the 
National  Cancer  Institute  are  to  be  used  as 
support  for  major  research  being  undertaken  by 
the  staff  of  the  Division  of  Radiation  Oncology. 

The  fundamental  theme  of  the  research  effort 
will  be  to  study  hyperthermia  (temperatures 
higher  than  98°F)  in  the  therapy  and  diagnosis  of 
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various  types  of  cancer.  The  scope  and  latitude  of 
possible  research  in  hyperthermia  involves  the 
manipulation  of  heat  with  a focus  on  its  eventual 
application  to  the  clinical  setting.  Many  investi- 
gators have,  since  the  early  1900’s,  attacked 
specific  problems  pertaining  to  the  possible  use 
of  hyperthermia  (specifically  100-108°F)  as  an 
anti-cancer  agent,  but  not  in  coordinated  multi- 
disciplinary fashion.  Researchers  at  the  Uni- 
versity of  Arizona  Medical  Center  have,  for  a 
considerable  time,  been  attracted  to  this  area, 
have  extensively  reviewed  previous  work,  and 
have  performed  a number  of  individual  experi- 
ments in  heat  and  cancer.  This  research  program 
is  designed  to  be  a comprehensive  effort  taking 
advantage  of  the  combined  talents  of  a variety  of 
high  quality  investigators  in  both  basic  and 
clinical  sciences  at  the  University  of  Arizona  and 
those  of  a number  of  collaborating  groups. 

Recently,  advances  have  occurred  which  may 
now  overcome  some  of  the  critical  shortcomings 
of  using  elevated  temperatures  as  a mode  of 
treatment  for  malignant  disease.  New  techniques 
to  localize  regions  of  elevated  temperatures  have 
been  developed.  Thermal  dosimetry  is  being 
improved  to  permit  the  generation  of  relatively 
homogeneous  and  well  defined  heat  fields  within 
a specified  volume  of  tissue.  Studies  into  the 
basic  mechanisms  of  heat  effects  on  normal  and 
malignant  cells,  alone  and  in  combination  with 
radiation,  have  contributed  additional  insignt 
into  the  potential  of  hyperthermia  as  a clinical 
tool. 

The  objective  of  this  research  program  is  to 
study  the  effects  of  elevated  temperatures  alone  or 
in  combination  with  ionizing  radiation  in 
experimental  biological  systems,  and  subsequent- 
ly, to  carry  out  clinical  trials  to  determine  the 
usefulness  of  controlled  tissue  hyperthermia  in 
the  treatment  of  human  neoplasms.  This  will 
require  extensive  investigation  of  the  pertinent 
physical,  biological,  and  physiological  para- 
meters involved  in  generating  volumes  of  heated 
tissue  and  techniques  for  controlling  and  moni- 
toring the  degree  of  hyperthermia.  During  the 
initial  phase  of  the  grant,  commercial  radio- 
frequency (RF)  sources  will  be  procured  and 
modified  for  clinical  use,  and  the  techniques 
necessary  for  accurate  thermal  dosimetry  will  be 
developed.  Biological  studies  will  be  conducted 
in  tissue  culture  and  small  animal  systems.  The 
primary  focus  of  these  studies  will  be  to  obtain  a 


unified  volume  of  data  pertaining  to:  a)  heat- 
radiation  synergism,  with  emphasis  on  time-dose 
relationships  when  these  two  agents  are  com- 
bined, b)  enhanced  sensitivity  of  tumor  cells  to 
elevated  temperatures,  c)  potential  lower  oxygen 
enhancement  ratio  for  radiation  responses  at 
elevated  temperatures,  d)  modification  of  the 
capacity  of  normal  and  malignant  cells  to  repair 
sublethal  damage  when  hyperthermia  is  used  in 
conjunction  with  ionizing  radiation,  and,  e) 
effects  of  heat  on  the  growth  fraction  of  tumors. 

In  the  second  phase  of  the  study,  the  research 
will  turn  to:  a)  heat  source  development  for  large 
animals  and  humans,  b)  clinical  thermal  plus 
radiation  dosimetry,  and  c)  continued  investi- 
gations into  the  basic  mechanisms  of  action  for 
elevated  temperatures  alone  or  in  combination 
with  radiation.  This  second  phase  will  also 
initiate  controlled  trials  using  heat  alone  or  with 
radiation  in  the  treatment  of  spontaneous 
tumors  in  dogs  and  cats.  These  studies  will 
utilize  developments  of  the  first  phase,  including 
modes  of  delivering  and  monitoring  heat, 
knowledge  of  normal  tissue  tolerance  for  radia- 
tion in  combination  with  heat,  and  delineation 
of  oxygen  enhancement  ratio  and  fractionation 
effects.  Studies  pertaining  to  the  maintenance  of 
hyperthermia  in  large  animal  systems  will  also 
commence  during  the  second  year. 

The  third  year  will  include  continued  research 
into  the  physical,  biological  and  physiological 
problems  of  the  project.  During  this  phase, 
limited  preclinical  trials  will  begin  on  human 
patients  and  will  draw  on  the  understanding 
accrued  during  the  initial  two  phases.  Evalu- 
ations will  be  held  at  the  end  of  each  phase  and 
will  dictate  specific  directions  of  the  subsequent 
period.  The  overall  aim  is  to  demonstrate 
whether  elevated  temperatures  alone  or  in 
combination  with  ionizing  radiation  can  result  in 
improved  therapeutic  results  in  currently  poorly 
controlled  neoplasms. 

Inasmuch  as  the  patient  population  of  the 
Division  of  Radiation  Oncology  is  developed 
from  all  parts  of  the  State  of  Arizona,  it  is 
obvious  that  any  developments  gained  through 
research  efforts  will  be  of  benefit  not  only  to 
Southern  Arizona  but  to  the  state  and  the 
eventual  reduction  of  one  of  the  major  killer 
diseases  in  our  nation. 
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Perinatal  Medicine, 
decade  this  subspecialty  has  produced  a decided 
change  in  emphasis  toward  a critical  concern  for 
the  surviving  infant.  No  longer  can  the  obstet- 
rician be  satisfied  only  with  a healthy  mother  and 
living  infant.  Nothing  short  of  optimal  condi- 
tions for  the  infant  is  acceptable,  close  coopera- 
tion between  obstetricians,  pediatricians,  geneti- 
cists, biochemists,  bioengineers  and  others  has 
been  responsible  for  the  10  fold  reduction  in 
neonatal  death  rates  from  1900  to  1970.  That  fetal 
and  neonatal  life  are  indeed  a continuum  of  the 
same  process  is  today  an  accepted  concept. 

The  frontiers  of  perinatology  have  gradually 
receeded  during  the  life  of  the  specialty.  The 
perinatologist  today  must  concern  himself  not 
only  with  the  events  occurring  during  pregnancy, 
but  must  also  deal  with  interconceptional 
approaches. 

This  month’s  article  is  an  abstraction  from  an 
editorial  in  the  New  England  Journal  of 
Medicine,1  reprinted  with  the  permission  of  the 
“Journal”  and  the  authors.  Stimulated  by  a 
paper  which  appeared  in  the  same  issue  dealing 
with  spontaneous  abortion  and  aging  of  human 
ova  and  spermatozoa,  this  editorial  gives  an 
outstanding  presentation  of  the  modern  concept 
of  perinatal  medicine,  and  is  reprinted  only  in 
part.  The  authors’  findings  suggested  the  con- 
cept that  aging  of  sperm  (before  fertilization)  or 
aging  of  eggs  (before  insemination)  increases  the 
probability  of  spontaneous  abortion.  The  over- 
ripe gametes  may  achieve  fertilization  but  may 
not  make  for  a viable  fetus. 


“PERINATOLOGY  BEGINS  BEFORE 
CONCEPTION 

Families  were  once  like  the  weather.  They  just 
happened.  They  could  not  be  predicted  with 
accuracy,  nor  could  they  be  conveniently  shaped 
to  size.  Children  were  a blessing  (or  a curse) 
visited  upon  parents.  Perinatal  wastage  was  an 
unfortunate,  but  unavoidable — a part  of  life. 

Contraceptive  methods  are  now  on  the  in- 
crease Abortion  is  available  upon  demand  in 
many  countries.  Maternal  Mortality  has  plum- 
meted. World  perinatal  wastage  is  declining 
somewhat  more  slowly.  The  majority  of  con- 
temporary families  in  the  United  States  consist  of 
one  to  three  children. 

. . . With  fewer  conceptions  per  parent  now,  each 
conception  is  naturally  viewed  as  a rather  more 
crucial  event.  As  health  workers  we  are  obliged  to 
provide  maximum  protection  from  damage 


throughout  gestation,  delivery  and  childhood. 
The  emphasis  is  clearly  upon  the  quality  of  life. 

Historically,  obstetrics  was  initially  concerned 
with  maternal  survival.  Because  of  this  fact  and 
related  changes,  maternal  mortality  was  greatly 
cut  in  this  century.  Progress  has  also  been 
made  in  identifying  high-risk  pregnancies  and  in 
dealing  more  effectively  with  them.  Among  the 
situations  coming  under  better  control  have  been 
Rh  isosensitization,  respiratory-distress  syn- 
drome, maternal  diabetes  mellitus  and  pre- 
maturity. Technologic  advances  have  permitted 
monitoring  of  the  fetus  during  labor. 

Woefully  little  progress  has  been  made  toward 
influencing  events  in  the  first  half  of  pregnancy. 
Ultrasound  and  antenatal  genetic  diagnosis  and 
treatment  have  been  among  the  few  efforts  to 
move  the  frontier  of  fetal  medicine  back  into  the 
first  half  of  pregnancy.  Unfortunately,  the  usual 
obstetric  care  begins  only  at  eight  to  16  weeks 
gestation,  after  the  die  has  often  been  cast  and  the 
course  of  fetal  morbidity  and  mortality  irrevo- 
cably charted. 

. . . Guerrero  and  Rojas  thus  focus  attention  on 
the  gamete  and  on  fertilization  as  factors 
affecting  the  probability  of  normal  gestation. 
Lest  we  become  overly  scientific  it  may  be  well  to 
remind  ourselves  of  the  words  of  Malthus  written 
in  1798  in  his  Principles  of  Population:  ‘I  think 
I may  fairly  make  two  postulata — first  that  food 
is  necessary  to  the  existence  of  man;  secondly, 
that  the  passion  between  the  sexes  is  necessary 
and  will  remain  nearly  in  its  present  state.’ 
Passion  between  the  sexes’  will,  we  have  no 
doubt,  “remain  nearly  in  its  present  state.”  This 
passion  may  need  to  be  tempered  by  insight  into 
the  prime  time  to  conceive.” 


Exciting,  challenging,  stimulating — many  ad- 
jectives have  been  invoked  to  describe  the 
practice  of  perinatology.  A deluge  of  research 
work  in  the  past  decade  has  inundated  the  field 
of  obstetrics,  making  perinatal  medicine  a 
necessary  subspecialty.  Forthcoming  articles  in 
this  section  will  discuss  regionalized  perinatal 
care,  centralized  prinatal  laboratories,  fetal  mon- 
itoring, etc.  For  most  obstetricians  practicing  in 
Arizona,  the  strong  fetal  orientation  has  serious- 
ly challenged  many  of  the  more  conservative 
methods  of  managing  the  obstetric  patient  and 
her  fetus. 

DONALD  J.  ZIEHM,  M.D.,  EDITOR 
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CASE  NO.  4 


J.  C.  BJELLAND,  M.D. 

I.  M.  FREUNDLICH,  M.D. 


Figures  1 and  2: 
Preoperative  excretory  urogram. 


This  55  year  old  male  had  a 6 month  history  of 
recurrent  urinary  tract  infections,  which  failed  to 
clear  under  medical  management.  Figures  1 and 
2 are  representative  of  the  intravenous  urogram 
obtained  at  that  time. 

The  urographic  diagnosis  resulted  in  the 
patient  undergoing  a corrective  urological  oper- 
ative procedure.  Three  days  post-operatively  he 
developed  a low  grade  fever,  increasing  tender- 


ness in  the  LLQ  inferior  and  lateral  to  the 
infraumbilical  incision.  A soft,  tender  mass 
approximately  5 cms.  in  diameter  was  palpable 
on  the  left  on  rectal  examination.  Subsequently, 
a cystogram  was  obtained  by  filling  the  urinary 
bladder  via  the  suprapubic  cathether  (Figure  3). 
What  is  the  preoperative  diagnosis  and  what  is 
the  differential  diagnosis  for  the  radiographic 
abnormality  seen  postoperatively  in  Figure  3? 
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HUTCH  DIVERTICULUM  COMPLICATED  BY 
A POST-OPERATIVE  PELVIC  HEMATOMA 


I.  Preoperative  Findings  and  Discussion: 

Figures  1 and  2 demonstrates  a prominant 
urinary  bladder  diverticulum  located  lateral  and 
cephalad  to  the  left  ureterovescial  junction 
(UVJ).  This  is  representative  of  a classic  “Hutch 
diverticulum,”*  which  forms  at  this  locus  since 
the  point  at  which  the  ureter  pierces  the  bladder 
wall  is  a natural  weak  spot  easily  compromised 
by  diverticulum  formation.  Here  the  ureter’s 
outer  circular  layer  of  smooth  muscle  fuses  with 
the  middle  muscle  layer  of  the  detrusor  at  the 
UVJ.  Consequently,  only  the  internal  longi- 
tudinal muscle  layer  continues  in  the  intramural 
segment  of  the  terminal  ureter. 

Once  a diverticular  sac  evolves  at  the  UVJ,  it 
almost  always  becomes  situated  lateral  and 
cephalad  to  the  ureteral  orifice,  which  is  not  well 
understood.  The  resultant  vectors  of  force  pro- 
duced by  the  “diverticulum  in  evolution”  from 


superior  and  medially  cause  infero-lateral  dis- 
placement of  the  intramural  segment  of  the 
adjacent  ureter.  Ultimately,  this  portion  of  the 
ureter  is  “extravesicularized”  and  the  normal 
acute  angulation  present  at  the  entry  of  the  distal 
ureter  into  the  bladder  wall  becomes  almost 
perpendicular.  Since  it  has  no  circular  muscle 
fibers  with  which  to  propagate  peristalsis  and 
becomes  a fixed  tube,**  the  “extravesicularized” 
segment  creates  a relative  obstruction  to  urine 
flow.  In  addition,  because  of  the  “extravesicul- 
arization”  and  altered  angle  at  the  new  distorted 
UVJ  and  because  there  is  no  surrounding 
bladder  wall  for  support,  there  is  no  longer  any 
physiological  flap-valve  action  present  to  pre- 
vent vesico-ureteral  reflux.  Consequently,  this 
abnormal  UVJ  relationship  causes  stasis  of  flow 
in  the  urinary  tract  and  reflux,  both  of  which 
predispose  to  chronic  and  recurrent  urinary  tract 
infections. 
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Accordingly  in  this  case,  urological  consulta- 
tion led  to  a Hutch  vesicoureteroplasty  corrective 
procedure. 

II.  Post-Operative  Findings  and  Discussion: 

The  patient  developed  chills  and  fever  post- 
operatively  and  a cystogram  was  done  to  evaluate 
his  status.  The  findings  in  Figure  3 demonstrate 
a large  right  paravesicular  space-occupying 
mass,  which  encroaches  on  the  urinary  bladder 
from  the  side  of  the  vesicoureteroplasty.  Also, 
vesico-ureteral  reflux  is  present  on  the  trauma- 
tized side,  as  is  expected  with  either  infection  or 
surgical  manipulation. 

Considerations  in  such  a clinical  setting, 
which  can  account  for  the  mass  are  in  order  of 


decreasing  frequency:  hematoma,  abscess,  uri- 
noma,  and  lymphocoele.  No  contrast  in  the  area 
of  the  mass  rules  out  a urinoma,  but  a 
lymphocoele  cannot  be  ruled  out  since  they 
occasionally  occur  in  the  post-operative  patient. 
However,  hematoma  and  abscess  merit  the  most 
serious  consideration.  A paravesicle  hematoma 
was  later  proven. 

•Named  in  honor  of  the  original  description  by  the  noted  urologist,  J. 
A.  Hutch. 

'•This  segment  of  relative  obstruction  has  been  compared  to  the 
aganglionic  segment  of  colon  in  Hirschprung’s  disease. 
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RECENT  ADVANCES  IN 
CALCIUM  METABOLISM 

THOMAS  NICKRAS,  M.D. 

Continuing  with  the  present  issue  of  Arizona 
Medicine  is  the  series  of  articles  entitled  “Semi- 
nars in  Endocrinology  and  Metabolism.”  The 
purpose  of  these  short  review  articles  is  twofold. 
First,  due  to  the  rapid  proliferation  of  new 
knowledge  in  the  field  of  endocrinology  and  the 
multiple  tests  available  for  their  evaluation, 
short,  clinically  oriented  reviews  would  enable 
the  physician  to  keep  abreast  of  these  newer  de- 
velopments as  they  relate  to  their  practice.  In 
addition,  with  great  stress  being  placed  on  vol- 
untary recertification  in  many  subspecialties,  re- 
views such  as  they  could  serve  as  an  authorita- 
tive, succinct  teaching  forum.  The  editors  will 
endeavor  to  accomplish  these  goals  by  utilizing 
the  talents  of  practicing  physicians  as  guest  con- 
tributors to  this  series.  Feedback,  both  positive 
and  negative,  is  encouraged  in  order  to  help  us 
fulfill  these  objectives. 

MARSHALL  B.  BLOCK,  M.D, Editor 

From:  Dept,  of  Medicine,  St.  Joseph's  Hospital,  Phoenix,  (Dr. 
Nickras,  Resident.) 

Reprint  requests  to:  M B.  Block,  M.D.,  3411  North  Fifth  Avenue, 
Phoenix,  Arizona  85013. 


The  regulation  of  serum  calcium  is  a complex 
phenomenon  under  the  control  of  multiple 
factors.  Three  major  hormones  appear  to  be 
involved  in  this  homeostatic  process  and  recent 
advances  in  our  knowledge  of  the  metabolism  of 
these  compounds  prompts  this  short  review. 

For  background,  the  average  person  has 
between  one  to  two  kilograms  of  calcium  in  his 
body  with  the  majority  of  it  being  present  within 
the  skeleton.  The  major  portion  of  this  is  in  a 
stable  crystalized  structure  with  a small  portion, 
about  0.5%,  in  a less  stable  mineral  form  on  the 
crystal  surface.  The  latter  is  freely  exchangeable 
with  that  in  the  extracellular  fluid  (ECF). 
Approximately  40  to  50  times  a day  the  extra- 
cellular pool  of  calcium  is  exchanged  with  the 
mineral  phase  at  the  bone  surface  causing  a net 
movement  of  500  mg.  of  calcium  in  and  out  of 
bone.  The  ECF  concentration  of  calcium  is 
relatively  constant  in  the  range  of  8.8  to  10.5 
mg./lOO  ml.  In  the  ECF,  calcium  exists  in  three 
forms:  As  a free  ion  (approximately  50%),  as 
complexed  to  organic  ions,  and  bound  to 
protein.  At  the  cellular  level,  the  greatest 
concentration  of  calcium  is  in  the  mitochondria. 
A sizeable  gradient  exists  between  the  cytosol  and 
the  mitochondria  and  also  between  the  cytosol 
and  the  extracellular  fluid.  The  activity  of  the 
calcium  regulating  hormones  is  thought  to 
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depend  on  an  influx  of  calcium  into  the  cytosol 
from  the  areas  of  higher  concentration  (as  well  as 
changes  in  the  concentration  of  phosphorous 
and  cyclic  AMP).1 

An  average  diet  contains  approximately  1000 
mg.  of  calcium  per  day  Of  this  exogenous 
calcium,  less  than  50%  is  absorbed.  The  main 
sites  of  absorption  are  the  duodenum  and  the 
upper  jejunum.  In  addition,  up  to  800  mg.  of 
calcium  are  secreted  into  the  GI  tract  secretions 
with,  again,  less  than  50%  being  reabsorbed.  The 
absorption  of  calcium  from  the  gut  is  increased 
by  vitamin  D,  parathormone,  lactose,  an  acid 
intestinal  environment,  growth  hormone  and 
states  of  increased  utilization  or  relative  defici- 
ency such  as  pregnancy,  lactation  and  hypocal- 
cemia in  general  (these  latter  instances  are 
secondary  to  an  increase  in  parathormone  and 
vitamin  D metabolites).  A decrease  in  absorption 
is  caused  by  cortisol,  ingestion  of  alkali,  excess 
unabsorbed  fatty  acids  and  indirectly  by  calci- 
tonin (CT). 

The  avenues  of  calcium  excretion  are  the  GI 
tract,  the  kidneys,  sweat  glands  and  breast  milk. 
In  the  GI  tract  about  800  mg. is  excreted  in  the 
feces.  Sweat  accounts  for  30-120  mg.  per  day 
being  lost.  In  the  kidneys  approximately  10 
grams  per  day  is  filtered  with  from  100  to  200  mg. 
excreted  in  the  urine.  Calcium  reabsorption  is 
increased  by  parathormone,  vitamin  D,  hypocal- 
cemia (through  increases  in  parathormone  and 
vitamin  D metabolites)  and  by  thiazide  diuretics. 
Hypercalcemia,  calcitonin,  hyperthyroidism,  sa- 
line diuresis,  acidosis  and  adrenal  steroids 
decrease  the  reabsorption  and  increase  the 
excretion  of  calcium.2 

The  main  mode  of  homeostasis  of  calcium  is 
through  bone  absorption  and  formation.  As 
previously  mentioned,  the  extrecellular  pool  is 
exchanged  40  to  50  times  a day  with  500  mg.  of 
calcium  moving  in  and  out  of  the  bone  mineral 
phase  per  day  to  maintain  the  ECF  concentration. 

I he  key  hormone  in  this  process  is  parathor- 
mone (PTH).  It  is  synthesized  in  the  chief  cells  of 
the  parathyroid  glands  and  secreted  in  response 
to  a decrease  in  serum  clacium  levels.  Several 
different  molecular  sizes  of  PTH  apparently 
circulate  in  the  blood.  This  in  part  is  related  to 
the  fact  that  a precursor  type  hormone  (pro- 
hormone) of  approximately  11,500  molecular 
weight  ts  converted  to  a 9,500  molecular  weight 
compound  within  the  parathyroid  gland.  In  the 
periphery,  this  latter  molecule  is  cleaved  to  a 
7,500  molecular  weight  compound  and  several 


smaller  molecules  which  are  thought  by  many  to 
be  inactive  biologically.  Presently,  assays  for 
parathromone  not  only  measure  the  active  form 
of  the  hormone  but  can  cross-react  with  some  of 
these  inactive  fragments.  It  is  thus  very  difficult 
to  interpret  peripheral  parathormone  levels 
unless  precise  characterization  of  the  assay  used 
for  the  measurements  are  known.  It  is  also 
essential  for  the  parathormone  concentration  to 
be  interpreted  in  light  of  the  prevailing  calcium 
level  at  the  time  the  measurement  is  made. 
This  thus  limits  the  clinical  usefulness  of 
parathormone  assays  and  has  created  continued 
difficulties  in  diagnosing  patients  who  have 
primary  hyperparathyroidism.  Additional  re- 
finement of  the  PTH  assay  will  enhance  its  role 
in  the  clinical  management  of  patients  with 
hypercalcemia. 

The  major  factor  controlling  PTH  secretion  is 
the  concentration  of  ionized  calcium.  1,25 
dihydroxy  cholecalciferol,  whose  synthesis  is 
stimulated  by  PTH,  has  a feedback  inhibition  on 
parathormone  secretion  despite  an  unchanged  or 
depressed  serum  calcium  level.  Very  high  levels 
of  calcitonin  will  increase  parathormone  secre- 
tion. On  an  inhibitory  side,  hypomagnesemia 
will  suppress  PTH  responsiveness  to  low  levels 
of  calcium.  This  latter  phenomenon  has  been 
reported  in  patients  who  have  hypomagnesemia 
and  hypocalcemia.  In  these  patients  replenish- 
ment of  magnesium  stores  will  cause  return  of 
PTH  responsiveness  and  return  of  the  serum 
calcium  to  normal.  Such  has  been  reported  in 
patients  who  have  chronic  alcoholism.  A similar 
circumstance  can  occur  in  hyperparathyroid 
patients  following  parathyroid  adenoma  re- 
moval. These  patients,  due  to  bone  accretion, 
become  hypomagnesemic.  The  positive  Trous- 
seau’s and  Chvostek’s  signs  sometimes  seen 
postoperatively  in  these  patients  may  actually 
reflect  low  levels  of  serum  magnesium  rather 
than  calcium. 

PTH  exerts  its  primary  action  on  the  bone  and 
the  kidney  while  acting  indirectly  on  the  gut.  In 
the  bone,  the  ultimate  goal  of  increasing  the 
serum  calcium  is  obtained  by  an  increase  in  bone 
reabsorption  and  a decrease  in  bone  formation. 
PT  achieves  this  effect  by  an  increase  in 
osteoclast  formation  and  activity  and  a decrease 
in  osteoblast  activity.  PTH  acts  on  both  the 
proximal  and  distal  tubules  of  the  kidney  to 
increase  the  excretion  of  potassium,  bicarbonate, 
sodium  and  amino  acids.  It  also  decreases  the 
excretion  of  calcium,  magnesium,  ammonia  and 
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titratable  acid.  PTH  acts  indirectly  on  the  gut  by 
increasing  the  rate  of  formation  of  1,25  dihyd- 
roxy choleciferol  which  enhanes  calcium  absorp- 
tion. 

The  latter  hormone,  a metabolite  of  vitamin 
D,  has  recently  been  discovered  to  be  its  active 
principal.3  Vitamin  D itself  is  now  considered  to 
be  a hormone  and  is  made  within  the  body  by 
activation  of  ultraviolet  light  on  dehydrocholest- 
erol which  is  found  in  the  skin.  It  is  also  present 
as  a food  additive  and  in  fish  and  liver  oils. 
Vitamin  D itself  is  metabolically  inert.  Two  steps 
are  required  to  change  it  to  its  active  form.  First, 
cholecalciferol  (vitamin  D3)  is  changed  to  25 
hydroxy  cholecalciferol  (25  HCC)  in  the  liver 
and  possibly  in  the  kidney,  intestine  and  bone.  25 
HCC  is  then  transported,  bound  to  protein,  to 
the  kidney  and  hydroxylated  again  to  form  1,25 
dihydroxy  cholecalciferol  (1,25  DHCC)  and 
several  less  active  metabolites  such  as  24,25 
DHCC,  25,26  DHCC,  etc.  Feedback  inhibition 
occurs  on  the  liver  reaction  by  25  HCC.  The 
hydroylation  in  the  kidney  is  stimulated  by  PTH 
and  inhibited  by  calcitonin.  In  addition,  feed- 
back inhibition  on  PTH  secretion  by  1,25  DHCC 
decreases  1,25  DHCC  formation.  The  active 
metabolites  of  vitamin  D are  inactivated  in  the 
liver  and  excreted  in  the  bile. 

The  functions  of  vitamin  D are  to  increase 
intestinal  absorption  of  calcium,  to  increase 
renal  retention  of  calcium,  and  to  affect  the 
mineralization  of  bone.  In  the  bone  it  may  act  as 
a co-factor  affecting  cell  responsiveness  to  PTH. 
1,25  DHCC  by  itself  can  induce  mobilization  of 
bone  albeit  in  much  higher  concentration  than  if 
in  concert  with  PTH.  Vitamin  D produces  its 
renal  effects  by  increasing  reabsorption  of 
calcium  and  phosphorous  in  the  proximal 
tubules.  In  the  gut  it  acts  to  increase  the  active 
absorption  of  calcium.  It  stimulates  messenger 
RNA  formation  for  synthesis  of  a cellular 
protein  (i.e.,  calcium  binding  protein)  or  pro- 
teins for  movement  of  calcium  across  cell 
membranes.  It  may  act  directly  on  cell  mem- 
branes facilitating  diffusion  of  calcium  from  the 
gut.  Maturation  of  intestinal  mucosal  cells  may 
also  be  stimulated.  Clinical  applications  of  these 
insights  have  already  accrued  from  the  early 
studies  of  these  compounds.  For  instance,  lack  of 
renal  parenchyma  necessary  to  convert  vitamin  D 
to  its  active  metabolite,  1,25  DHCC,  can  result  in 
hypocalcemia  and  result  in  the  so  called  “vita- 
min D resistance  of  renal  failure”.  Synthesis  of 
this  compound  and  its  use  therapeutically  has 


partially  overcome  this  resistance.  Similar  stud- 
ies m other  vitamin  D resistant  states  have  also 
been  reported. 

The  third  hormone  involved  in  calcium 
metabolism  is  calcitonin  (CT).  It  is  a small 
polypeptide  secreted  by  the  parafollicular  cells 
which  are  located  embryologically  in  the  thyroid 
cell.  Its  half  life  is  less  than  15  minutes.  Secretion 
of  CT  is  directly  proportionate  to  the  calcium  ion 
concentration.  Very  high  levels  of  magnesium 
also  may  stimulate  CT  secretion.  The  role  of  CT 
in  normal  human  physiology  is  uncertain.  The 
effect  of  CT  is  to  produce  a decrease  in  serum 
levels  of  both  calcium  and  phosphorous.  CT 
stimulates  bone  formation  by  increasing  the 
formation  of  osteoblasts  and  inhibits  reabsorp- 
tion by  decreasing  both  the  formation  and 
activity  of  the  osteoclasts.  In  the  kidney,  CT 
causes  a calcium  diuresis  associated  with  a 
decrease  in  tubular  reabsorption  of  phosphate. 
CT  acts  indirectly  on  the  gut  by  acting  as  an 
inhibitor  to  the  conversion  of  25  HCC  to  1,25 
DHCC.  Several  clinical  conditions  have  now 
been  associated  with  elevated  levels  of  serum 
clacitonin.  Carcinomas,  in  the  lung  and  else- 
where, as  well  as  primary  tumors  of  the 
parafollicular  cells  have  been  associated  with 
elevated  CT  levels.  Again  as  in  the  case  of  PTH, 
there  apparently  are  multiple  forms  of  CT 
circulating  in  the  peripheral  circulation.  These 
probably  reflect  a similar  phenomenon,  i.e.  a 
pre-  or  prohormone  compound  which  ultimately 
gets  converted  to  less  active  compounds  in  the 
periphery.  Measurements  of  CT  has  proved 
helpful  in  distinguishing  patients  who  have  the 
sporadic  and  familial  forms  of  medullary  thyroid 
carcinoma. 

In  conclusion,  these  three  hormones  play  an 
interrelated  role  in  regulating  serum  calcium 
levels.  They  act  on  bone  and  kidney  to  produce 
the  desired  maintenance  of  a serum  calcium  level 
within  the  normal  range.  Alterations  in  one  or 
the  other  of  these  hormones  and/or  alterations  in 
the  function  of  one  or  the  other  of  the  organs 
involved  in  the  production  of  their  active 
metabolites  can  alter  calcium  and  phosphorous 
metabolism.  The  future  looks  bright  for  addi- 
tional clinical  applications  of  these  findings  to 
human  disease  states. 
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i wo  years  have  passed  since  development  and 
implementation  of  the  State’s  Tuberculosis 
Hospitalization  program  wherein  patients  re- 
ceive care  in  general  hospitals,  rather  than  in  a 
single  State  facility.  How  is  the  program  pro- 
ceeding? And,  what  are  the  results? 

When  the  Hospitalization  Program  was  estab- 
lished, the  state  substituted  general  hospital  care 
for  that  provided  by  the  State  Tuberculosis 
Sanatorium,  closed  in  June  1973.  This  “farming 


out,”  as  it  were,  of  tuberculosis  patients  to  general 
hospitals  was  expected  not  only  to  result  in 
monetary  savings,  but  also  to  provide  better  care 
for  the  patients,  closer  to  home. 

Monetarily,  the  savings  have  been  significant. 
Although  figures  for  the  second  year  are  not  yet 
available,  those  from  the  first  year  of  operation 
show  a savings  of  $754,936  over  what  the  state 
would  have  paid  to  provide  the  care  in  the 
Tuberculosis  Sanatorium.  If  the  figures  remain 
fairly  constant,  the  two-year  savings  realized  will 
be  over  one  million  dollars.  These  savings 
occurred  due  to  marked  decrease  in  the  average 
length  of  patient  stay,  more  selective  admission 
criteria,  and  discharge  criteria  based  upon  the 
patients’  clinical  response  to  treament  rather 
than  sputum  cultures  alone. 

Any  physician  may  request  admission  of  a 
patient  whom  he  believes  may  have  tuberculosis, 
using  the  following  criteria: 

1.  The  patient’s  physical  condition  necessi- 
tates hospital  care,  i.e.,  the  patient  is  too  ill  to  be 
treated  as  an  outpatient; 

2.  The  patient  has  another  disease  which  may 
complicate  management  of  his  tuberculosis,  e.g., 
diabetes; 

3.  Special  diagnostic  tests  are  necessary,  such 
as  for  extra-pulmonary  tuberculosis; 

4.  The  patient  has  developed  a toxic  reaction, 
intolerance,  or  is  not  responding  to  existing 
chemotherapy; 

5.  The  patient  requires  therapy  with  drugs 
known  to  be  toxic  and  requiring  close  monitor- 
ing during  the  initial  phase  of  treatment; 

6.  The  patient’s  living  condition  is  unstable 
and  does  not  permit  initiation  of  treatment  on  an 
outpatient  basis. 

There  are  no  residential  or  financial  criteria  for 
admission  to  the  state’s  program. 

Patients  who  require  hospital  care  for  other 
medical  or  surgical  problems  and  who  incident- 
ally have  tuberculosis  are  not  admitted  to  the 
program,  as  state  funds  are  reserved  for  those 
who  must  be  hospitalized  primarily  for  their 
tuberculosis. 

If  the  patient  meets  one  of  the  above  criteria, 
he  is  admitted  to  a contract  hospital  within  the 
state  and  assigned  to  the  care  of  a contract 
physician  on  the  hospital’s  staff.  Currently,  11 
hospitals  and  two  extended  care  facilities  in  four 
counties  (Yuma,  Coconino,  Pima  and  Maricopa) 
participate  in  the  program,  with  some  30 
physicians  having  direct  responsibility  for  the 
state-supported  patients. 
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A nurse  from  the  Tuberculosis  Control  Sec- 
tion, visits  most  of  the  hospitalized  patients  to 
initiate  contact  follow-up,  determine  social 
needs,  provide  education  about  the  disease,  and 
arrange  for  outpatient  care  for  hospital  dis- 
charge. In  outlying  areas,  nurses  from  the  local 
county  health  departments  visit  the  patients. 

Upon  discharge,  copies  of  the  patient’s  admis- 
sion history,  physical  examination  and  discharge 
summary  are  sent  by  the  Department  to  the 
appropriate  follow-up  agency.  The  case  may  be 
followed  by  a local  health  department  hospital 
clinic,  or  the  patient  may,  at  his  own  expense, 
continue  under  the  care  of  the  contract  physician 
or  his  referring  physician.  One  month’s  supply 
of  drugs  is  provided  to  the  patient  upon  his 
discharge  to  ensure  continuous  drug  therapy. 

Patients  discovered  while  in  the  hospital  to 
have  a diagnosis  other  than  tuberculosis,  such  as 
carcinoma  or  atypical  mycobacteriosis,  are  ter- 
minated. 

During  the  first  two  years  of  operation,  311 
patients  were  referred  to  the  hospitalization 
program.  Of  those  referred,  279  were  admitted; 
they  came  from  12  of  the  14  Arizona  counties, 
with  75  percent  from  the  two  large  metropolitan 
counties.  The  greater  percentage  were  white  (51 
percent  ”,  predominantly  male  (76  percent)  and 
over  49  years  of  age  (54  percent). 

Of  274  patients  discharged  during  the  first 
two-year  period  of  the  program,  232  had  a final 
diagnosis  of  tuberculosis,  16  a diagnosis  of 
atypical  mycobacteriosis,  and  18  had  other  non- 
tuberculosis chest  disease;  for  8 patients  no  final 
diagnosis  was  determined.  The  average  length  of 
stay  for  the  274  discharged  patients  was  24  days. 
This  is  a marked  decrease  from  the  93-day 
average  length  of  stay  at  the  Sanatorium  in  1971- 
72. 

In  July,  1975,  an  evaluation  was  performed  on 
152  patients  discharged  from  the  hospital  pro- 
gram at  least  12  months  earlier.  Of  the  116 
patients  diagnosed  as  having  tuberculosis,  68 
were  still  receiving  or  had  completed  chemo- 
therapy. Others  had  died  or  moved  from  the  state 
with  only  5 patients  not  located  and  only  3 
patients  not  receiving  the  recommended  drugs. 

We  feel  that  this  program  has  been  successful 
in  moving  the  care  of  tuberculosis  patients  into 
the  mainstream  of  medicine,  while  at  the  same 
time  saving  taxpayer’s  money.  If  you  have 
questions  on  the  program  or  are  interested  in 
referring  a patient  for  care,  please  call  the  TB 
Control  Office  at  27 T4558. 


THANKSGIVING 


WILLIAM  B.  McGRATH,  M.D. 

One  appreciates  one’s  own  profession.  Most 
people  grant  us  an  unquestioning  faith.  This  is 
endearing.  And,  reciprocally,  it  is  their  warranty 
that  we’ll  never  knowingly  do  anything  to  betray 
it.  If  we  do  overlook  something  it  is  wise  to 
admit:  “Look,  I made  a mistake,’’  presuming  or 
even  verbalizing  the  hope  that  the  patient  will  be 
a good  sport  about  it.  Malpractice  suits,  like 
Watergate,  are  provoked  less  by  an  unwitting 
error  than  by  a deliberate  attempt  to  rationalize 
or  conceal  it.  One  who  is  not  defensive  is  not  so 
liable  to  attack. 

When  we  have  a death  it  is  sometimes 
touching  to  find  the  bereaved  kinfolk  comforting 
us:  “Don’t  feel  bad,  Doc;  you  did  the  best  you 
could.’’  Or  at  the  end  of  an  interview  a new 
patient  will  thank  us  for  having  been  courteous, 
but  he  was  just  as  courteous  to  us. 

Is  there  anything  more  democratic  than  a 
broken  arm?  The  surgeon  who  reduces  the 
fracture  is  not  going  to  mete  out  his  skill 
according  to  ability  to  pay.  Granted  that  many 
people  cannot  afford  elaborate  diagnostic  testing 
or  such  luxuries  as  private  rooms  or  special  duty 
nurses.  Still,  when  it  comes  to  treatment  it  is  all 
or  nothing,  the  best  available  or  none  at  all, 
regardless  of  the  patient’s  financial  resources  or 
insurance  coverage  or  social  status.  This  spares 
us  the  kind  of  conflicts  which  afflict  salesmen 
and  people  in  business. 

In  any  specially  difficult  situation  one  or 
another  colleague  is  usually  at  hand  to  help  or  at 
least  lend  moral  support.  We  have  never  had 
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grudging  assistance — starting  an  i.v.  or  doing  a 
spinal  or  evaluating  fundi.  Every  one  of  us  is 
sometimes  anxious.  Two  of  us  are  not  afraid  of 
anything,  and  this  we  don’t  forget. 

God  forbid  that  the  PSRO  business  should 
encourage  a proliferation  of  medicops;  i.e.,  those 
illegitimate  sons  who  avoid  self-criticism  and 
sustain  their  egos  by  policing  the  work  of  others. 
A real  professional  is  aware  that  he  cannot  fairly 
judge  a multidimensional  case  by  its  linear 
documentation.  Every  chart,  of  necessity,  leaves 
out  hundreds  of  variables,  matters  which  are  in 
flux  and  cannot  be  reduced  to  wording.  (“The 
map  is  not  the  territory”). 

Our  consultants,  the  specialists,  see  mostly  our 
uncertainties  and  our  relative  failures.  But  they 
are  not  unmindful  of  the  other  ninety-nine  cases 
which  we  treated  with  quite  adequate  pro- 
ficiency. And  so  they  will  be  neither  critical  nor 
patronizing.  It  is  simply  reassuring  to  know  that 
they  are  there  when  we  need  them. 

There  is  a cameraderie  or  esprit  de  corps  in  our 
profession.  We  have  all  survived  the  ordeal  of 
medical  school  and  internship  and  we  all  labor 
toward  the  same  goals.  It  is  interesting  to  look  at 
our  colleagues  and  to  wonder  whence  they  came 
(not  just  geographically)  and  how  they  got  here. 
Vital  statistics  and  obituaries,  like  medical 
records,  tell  us  so  very  little  about  a person.  The 
pitons  were  not  always  firmly  set  or  evenly 
spaced.  Fascinating  would  be  even  a list  of  the 
jobs  each  had  before  and  during  his  training. 
(When  I was  about  twelve  my  father  took  me  to 
hear  Paul  Robeson,  and  he  sang,  “Nobody  Know 
the  Trouble  I've  Seen.”  Everyone  has  bronze 
plaques  like  this  in  the  graveyard  of  memory). 

Contributing  appreciably  to  a sense  of  family 
in  medicine  are  fastidious  nurses  and  good 
natured  aides  and  intelligent  administrators. 
The  hearth  of  course  is  the  medical  association 
or  the  county  society.  We  are  grateful  for  their 
unstinting  efforts  to  make  our  lives  easier  and 
more  rewarding. 

Let  it  be  repeated:  these  individuals  do  not 
work  for  us  but  with  us.  They  are  our 
companions. 

Doctors  are  not  especially  known  for  humility 
or  politeness.  We  cannot  afford  the  former  and 
still  be  as  dangerously  decisive  as  we  have  to  be. 
But  we  really  could  be  more  polite.  We  seem  to 
take  for  granted  that  respectful  consideration 
which  is  almost  invariably  shown  us  by  other 
professionals,  such  as  lawyers.  When  we  have 
finished  testifying,  for  example,  the  judge  or 


referee  usually  says,  “Thank  you,  Doctor.”  How 
mortifying  to  remember  occasions  on  which  we 
allowed  ourselves  to  be  boorish  and  unpleasant 
in  a courtroom  or  rude  and  bullying  on  the 
telephone! 

Some  of  our  most  successful  physicians  have 
no  more  than  ordinary  knowledge  and  skill. 
What  makes  them  outstanding,  sad  to  relate,  is 
the  fact  that  they  are  well  bred.  A physician,  of 
all  people,  cannot  dispense  with  good  manners 
because  good  manners  are  the  only  visible 
manifestations  of  inherent  kindness  and  concern. 

In  private  we  all  bless  the  many  persons  who 
have  smoothed  our  paths.  It  might  seem  slightly 
sentimental  to  put  that  observation  into  print. 
Yet  Thanksgiving  is  more  than  a holiday.  If  we 
do  not  document  our  gratitude  it  will  be  still- 
born and  we  will  feel  like  strangers. 
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September  8,  1975 
William  C.  Scott,  M.D. 

President 

Arizona  Medical  Association,  Inc. 

Dear  Doctor  Scott: 

Congratulations!  Arizona  has  already  exceeded 
its  year  end  1974  dues  paying  AMA  membership. 

On  behalf  of  the  AMA,  please  accept  our 
gratitude  and  admiration  for  this  accomplish- 
ment. Obviously,  you  and  your  officers  and 
trustees  have  worked  hard  to  attain  this  member- 
ship record  and  your  efforts  have  proved 
successful. 

As  you  know,  the  AMA  hit  an  all  time  high  in 
dues  paying  membership  in  mid-August.  This 
rise  represents  the  third  consecutive  year  of 
growth  for  the  Association  and  the  second 
consecutive  year  for  setting  membership  records. 
If  it  were  not  for  the  efforts  of  states  like  Arizona, 
we  would  not  have  accomplished  this  record.  We 
are  proud  of  our  record,  and  we  wanted  to  share 
our  pride  with  you  and  your  members. 

Once  again,  we  thank  you  and  hope  you  will 
convey  to  your  Board  of  Trustees,  officers  and 
memers  of  the  staff  our  gratitude  to  them,  and 
our  pride  in  your  accomplishments. 

Sincerely, 

Max  Parrott,  M.D. 
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BUREAUCRATS  IN  GLASS  HOUSES 

O.  ROGER  HOLLAN,  M.D. 

“The  root  cause  is  not  a federal  plot;  it  is  the 
growing  disenchantment  of  legislators  with 
individual  physician  performance,  and  most 
probably  a minority  of  physicians.’’  So  states,  in 
part.  Dr.  Alexander  M.  Schmidt,  chief  of  the  FDA 
(MWN,  June  30,  p.72).  His  remedy,  like  that  of 
most  bureaucrats,  is  PSRO. 

Government,  whether  vested  in  city  hall,  state 
house,  or  Congress,  tends  to  be  controlled  by 
lawyers.  We  physicians  tend  to  think  ourselves 
brilliant  because  we  made  it  to  medical  school 
and  because  we  work  at  our  profession  70-plus 
hours  a week.  We  are  so  busy  w ith  the  problems  of 
our  patients  and  with  our  personal  problems 
that  we  forget  about  an  equal  segment  of 
brilliant  professional  people.  They  are  not 
afflicted  with  concern  except  for  themselves; 
They  are  the  power-seekers. 

Divide  and  conquer,  confuse  the  public,  attack 
the  hard-working  physician  who  is  defenseless, 
say  the  power-seekers.  Then  proceed  to  do  as  you 
wish.  Thus,  the  power-seekers  blame  the  medical 
profession  for  many  of  the  nation’s  ills — the 
medical  profession  is  too  expensive;  it  lives 
neither  in  the  ghetto  nor  in  the  country;  as  a 
group  it  is  stupid;  there  are  too  many  specialists, 
and  yet  we  need  more  who  can  specialize  in  soup 
to  nuts;  finally,  the  profession  does  not  rid  itself 
of  sick  or  incompentent  physicians.  Now’  these  are 
the  criticisms  being  leveled  by  such  great  author- 
ities on  morals  and  ethics  as  Sen.  Edward  M. 
Kennedy  and  Rep.  Wilbur  D.  Mills.  Add  to  this 
list  the  bureaucrats  and  physicians  who,  unable 
to  tolerate  people  and  patients,  find  lucrative 
positions  to  tell  others  “how  it  should  be  done.” 

Perhaps  Congress  could  regain  genuine  credi- 
bility if,  indeed,  Senator  Kennedy  returned  to 
Boston,  lived  there,  and  solved  its  financial  and 
school  problems;  if  Representative  Mills  re- 
turned to  Arkansas  and  made  a real  contribution 

Dr.  Hollan  is  an  internist  in  private  practice  in  San  Antonio. 
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p.  104. 


to  its  rural  problems;  if  sick  and  infirm  members 
of  the  Supreme  Court  w'ere  replaced;  if  absentee 
members  of  Congress  wrere  removed;  if  lawyers 
were  criticized  for  their  exorbitant  fees;  if  the 
bureaucrats  were  truthful  and  simply  stated  that 
the  real  purpose  of  PSRO  is  to  add  more  people 
to  the  payroll. 

None  of  these  “ifs”  wall  become  reality.  The 
power-seekers  are  in  control  and  the  attack  is 
aimed  at  the  medical  profession  from  early 
morning  until  late  at  night.  But  the  power- 
seekers  should  be  exposed.  We  physicians  must 
go  on  the  attack  and  forget  defensive  tactics.  If  all 
the  various  health  plans  were  enacted,  it  would 
require  75%  of  our  population  to  deliver  the 
nonexistent  goods  that  the  hierarchy  deems 
necessary.  Our  government  has  become  too 
expensive  and  is  bankrupting  the  moral  and 
fiscal  fiber  of  the  country.  PSRO  will  not  save  us. 
Most  dedicated  doctors  are  so  busy  taking  care  of 
patients  and  attempting  to  remain  abreast  of  new 
trends  in  medicine  that  they  have  neither  the 
time  nor  the  inclination  to  worry  about  PSRO. 

What  then  are  solutions  to  the  problem  of 
government  intervention?  I believe  that  the 
medical  profession  can  play  a solid  role  in 
righting  the  ship  of  state  if  doctors  are  willing  to 
hold  out  for  “right”  rather  than  settle  for 
expediency.  This  will  require  a variety  of  efforts. 
First  and  always,  we  must  strive  to  provide  the 
best  possible  care  for  our  patients.  But  this  now 
requires  constant  attention  to  the  political  arena. 
Federal  legislation  has  inflated  the  cost  of 
medical  care,  as  it  has  inflated  the  cost  of  our 
automobiles  and  now  threatens  the  oil  industry. 
Doctors  have  few  votes  but  they  can  influence 
patients.  One  thoughtful  patient  suggested  de- 
feat for  every  office-holder  with  more  than  two 
terms  in  office.  Perhaps  we  doctors  should 
diligently  pursue  this  campaign. 

Let’s  make  our  lawmakers  insecure,  vote  them 
out  of  office  often,  and  then  let  our  nation 
prosper  from  thoughtful,  worthwhile  legislative 
endeavor.  Let’s  not  reward  the  morally  bankrupt, 
the  wheeler-dealer,  the  physically  incompetent, 
or  the  alcoholic  with  high  office.  Let’s  keep  our 
standards  above  reproach  and  insist  on  similar 
ethics  from  our  public  officials.  Let’s  insist  on 
sane,  sensible  health  legislation  for  schools, 
institutions,  and  the  needy.  Let’s  not  raise  false 
hopes  with  promises  that  cannot  be  fulfilled. 
Let’s  insist  on  fair  “model  health  insurance” 
programs.  Certainly  these  goals  are  idealistic, 
but  let’s  try. 
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FLORENCE  NIGHTINGALE 
. . . MISSION  IMPOSSIBLE 


DRY  GULCH  JAKE 

Born  in  1820  to  parents  of  wealth  and  station, 
in  England,  she  was  to  spend  her  early  life  in 
England  and  traveling  on  the  Continent,  but  all 
the  while  dissatisfied  with  her  inability  to  follow 
the  usual  tenor  of  her  place  in  society  or  to 
marry. 

By  1845  she  had  made  a partial  break  with  her 
family  and  was  determined  to  somehow  study 
nursing.  But  this  the  Nightingales  viewed  with 
great  horror.  “In  1845  hospitals  were  places  of 
wretchedness,  degradation,  and  squalor.  Hos- 
pital smell,  the  result  of  dirt  and  sanitation  was 
accepted  as  unavoidable  and  was  commonly  so 
overpowering  that  persons  entering  the  wards  for 
the  first  time  were  seized  with  nausea.  Wards 
were  usually  large,  bare,  and  gloomy.  Fifty  or 
sixty  beds  were  crammed  in,  less  than  two  feet 
apart.  Even  decency  was  impossible.  “This  is  how 
Cecil  Woodham-Smith  described  conditions  in 
his  biography  of  Miss  Nightingale,  published  in 
1951 . And  it  is  from  this  delightful  and  searching 
narative  of  her  life  that  most  of  this  material  is 
extracted. 

Perhaps  if  very  member  of  the  nursing 
profession  today,  perused  this  lively  biography 
they  would  have  better  insight  into  the  con- 
ditions of  hospitals  when  Miss  Nightingale 
embarked  upon  her  career,  which  was  to  change 
nursing  from  one  of  the  lowest  levels  of  human 
employment  to  what  is  today  a delightful  and 
respected  profession. 

Miss  Nightingale  wrote,  “It  was  preferred,  that 
the  nurses  should  be  women  who  had  lost  their 
characters,  i.e.  should  have  had  one  child.’’  “The 
level  of  decency  among  the  patients  was  almost 
unbelivably  low’’.  She  stressed  bedside  nursing. 


this  seems  to  have  lost  its  appeal  to  present  day 
leaders. 

The  test  of  Miss  Nightingale  occurred  when 
she  had  completed  some  training  and  had 
established  a nursing  home  at  One  Harley  Street 
in  London  but  was  drawn  to  the  Crimea  because 
of  the  tales  of  suffering  of  the  British  wounded. 

It  was  finally  on  November  3,  1854,  in  vicious 
weather  that  her  little  party  sailed  up  the 
Bosphorus  and  gazed  at  the  Asiatic  shore  where 
the  enormous  Barrack  Hospital  was  located  and 
was  to  be  the  scene  of  her  travail. 

This  enormous  Turkish  Barracks  still  stands 
in  what  is  called  the  asiatic  Scutari  section  and  it 
is  quite  an  imposing  structure  as  you  sail  along 
the  Bosphorus  or  gaze  at  it  from  the  European 
side  across  to  this  enormous  building  which  still 
sits  like  a hovering  fortification.  It  is  said  that 
Miss  Nightingale’s  office  is  still  preserved  in  this 
Barrack  as  a museum,  but  on  a recent  visit  there, 
thanks  to  the  present  political  climate,  we  were 
politely  informed  that  this  was  now  the  head- 
quarters of  the  First  Turkish  Army  and  that  no 
visitors  could  be  allowed. 

“The  form  of  the  building  was  a hollow 
square  with  towers  at  each  corner.  One  side  had 
been  gutted  in  a fire  and  could  not  be  used.  The 
court  yard  in  the  center  was  a sea  of  mud  littered 
with  refuse.  Within  the  vast  ramifications  of  the 
barracks  was  a depot  for  troops,  canteen  where 
spirits  were  sold,  and  a stable  for  cavalry  horses. 
Deep  in  the  cellars  were  dark  and  noisome  dens 
where  more  than  two  hundred  women,  who  had 
been  allowed  by  an  oversight  to  accompany  the 
Army,  drank,  starved,  gave  birth  to  infants, 
carried  on  their  trade  as  prostitutes,  and  died  of 
cholera.  The  vast  building  hid  a more  fatal  secret 
than  met  the  eye.  Sanitary  defects  made  it  a pest 
house,  and  the  majority  of  the  men  who  died 
there,  died  not  of  the  wounds  or  sickness  with 
which  they  arrived  but  disease  they  contracted  as  a 
result  of  being  in  the  hospital”. 

“When  the  war  was  over,  it  was  found  that  the 
mortality  in  each  regiment  depended  on  the 
number  of  men  which  that  regiment  had  been 
able  to  send  to  Scutari”.  Remember  that  the 
main  battle  at  Sebastopol  was  a day  and  a night 
at  least,  by  ship,  away  from  the  Bosphorus  and 
Scutori! 

“British  Army  hospitals  were  a joint  project  of 
the  comissariat,  the  Purveyors  Department  and 
the  Medical  Department  and  officials  were 
trained  not  to  spend  money  and  never  to  risk 
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responsibility.”  (Now  our  bureaucrats  have  no 
compunction  whatever  about  spending  money 
but  the  risk  of  responsibility  still  fills  them  with 
horror). 

When  she  reported  to  the  hospital  with  her 
forty  nurses  she  was  immediately  “stonewalled”. 
The  medical  staff,  in  spite  of  the  appalling 
conditions,  made  it  plain  that  she  was  not 
welcome,  and  refused  to  give  her  more  than  the 
most  depressing  quarters,  so  that  in  the  begin- 
ning all  that  she  could  do  with  the  nurses  was  to 
cook  some  food. 

Then  the  real  crunch  came  because  that  winter 
the  hospital  was  absolutely  without  food,  blank- 
ets, supplies  or  the  vaguest  type  of  any  equip- 
ment or  medicines  whatever. 

They  soon  learned  that  Miss  Nightingale  did 
control  an  abundance  of  supplies  which  was 
pouring  in  under  her  charge,  and  she  had  money 
thirty  thousand  pounds  credit  with  the  authority 
to  spend  it. 

By  the  end  of  December  she  was  “purveying 
the  whole  hospital,  supplies,  food,  service". 

By  this  time  reports  had  begun  to  filter  back  to 
England  of  the  deplorable  conditions  and  the 
Government  sent  out  a Sanitary  Commission. 
Their  report  was  devastating  and  they  further 
reported  that  except  for  Miss  Nightingale  the 
hospital  would  have  collapsed  completely  dur- 
ing the  winter  of  1854-55.  Now  she  was 
recognized  and  had  the  co-operation  of  the 
Medical  Authorities  but  as  soon  as  the  emergency 
abated  the  old  jealousy  reawakened  and  until  her 
return  to  England  in  the  summer  of  1856,  except 
for  the  gratitude  of  the  troops,  she  was  the 
continual  target  of  bickering,  jealousy  and  all  of 
the  other  great  attributes  with  which  one  human 
being  can  torture  another. 

Finally  when  she  was  ordered  back  to  Eng- 
land, “she  felt  that  her  mission  there  had  been 
more  or  less  a failure  but  in  England  she  was 
already  a national  heroine,  and  would  remain  so 
as  long  as  she  lived.” 

By  1856  she  had  cleaned  up  the  hospital,  for 
now  it  was  finally  in  the  charge  of  a great 
personal  friend  General  Storks,  a library  had 
been  established  for  the  soldiers,  food  of  a 
nutritious  and  wholesome  character  was  pro- 
vided, sanitation  had  been  inaugurated,  a method 
had  been  worked  out  for  soldiers  to  send  their 
pay  home  instead  of  spending  it  in  the  canteen 
on  liquor;  this  apparently  had  never  been 
accomplished  before  in  the  whole  history  of  the 


British  Army.  More  than  that  “during  the  winter 
of  1855-56,  the  picture  of  the  British  Soldier  as  a 
drunken,  intractible  brute  disappeared  never  to 
return”.  “She  taught”,  said  one  eye  witness, 
“officers  and  officials  to  treat  the  soldiers  as 
Christian  gentlemen”. 

Finally  a general  order  officially  recognized 
her  position,  “placed  all  nurses  under  her  orders, 
none  to  be  transfered  without  her  consent,  she 
was  the  General  Superintendent  of  the  female 
nursing  establishment  for  the  Military  Hospitals 
of  the  British  Army.”  On  July  16,  1856  the  last 
patient  left  the  Barracks  Hospital. 

This  is  how  her  biographer  summarizes  her 
accomplishments  in  the  Crimea.  “Miss  Nigh- 
ingale  had  the  stamped  the  profession  of  nurse 
with  her  own  image.  Jane  Evans  and  her  buffalo 
calf,  Mother  Bridgeman  and  her  proselytizing, 
Mary  Stanley’s  ladies  and  their  gentility,  the 
hired  nurses  and  their  gin  have  faded  from 
history.  The  nurse  who  emerged  from  the 
Crimea,  strong  and  pitiful,  controlled  in  the  face 
of  suffering,  unselfseeking,  superior  to  consid- 
erations of  class  or  sex  was  Miss  Nightingale 
herself.  She  ended  the  Crimean  War  obsessed  by  a 
sense  of  failure.  In  fact,  in  the  midst  of  the 
muddle  and  filth,  the  agony  and  the  defects,  she 
had  brought  about  a revolution”. 

The  British  Navy  w'anted  to  send  a special  ship 
for  her  return  to  England  but  she  evaded  all  of 
her  well  wishers,  landed  in  London  and  went  to 
her  home  unbeknownst  to  all  even  her  close 
family.  “In  the  succeeding  years  she  never  made  a 
public  appearance,  attended  a public  function, 
or  made  a public  statement.”  She  met  Queen 
Victoria  and  become  her  confidant. 

Through  unremitting  personal  pressure  she 
forced  a Royal  Commission  to  investigate  the 
entire  British  Medical  Service  and  to  inaugurate 
many  changes  which  she  personally  recommend- 
ed. She  spent  her  life  working  behind  the  scenes 
always  to  improve  the  lot  of  the  nursing 
profession  and  most  of  all  the  patient. 

By  the  time  of  her  death  Aug.  13,  1910,  over 
two  thousand  nurses  training  schools  had  been 
founded  all  over  the  world,  the  majority  of 
them  in  the  United  States,  not  one  nursing 
school  of  this  type  existed  when  she  spent  that 
harrowing  winter  in  Scutari  at  the  Barracks  in 
1855-56.  Indeed  she  did  accomplish  the  impos- 
sible mission  to  which  she  assigned  herself. 

Reference:  Florence  Nightingale,  1S20-I910  by  < rt  1 1 Woodham- 
Smith.  McGraw-Hill  Co..  New  york.  London  1951. 
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Designing  Hospital  Training  Programs,  Reba 
Douglass  Grubb  and  Carolyn  Jane  Mueller,  RN, 
200  pages  — Charles  C.  Thomas,  Springfield, 
Illinois,  1975. 

The  need  for  highly  skilled  workers  in  all  areas 
of  health  care  seems  to  be  mounting  in  light  of 
today's  technology  and  the  demand  for  good 
care.  The  wide  spectrum  of  hospital  patient  care 
includes  employees  of  all  departments  within 
that  facility  whether  they  are  involved  directly  or 
indirectly  with  the  patient.  As  departments  in 
hospitals  express  a desire  to  provide  and  con- 
tribute to  quality  patient  care,  management 
recognizes  the  need  for  hospital  training  pro- 
grams in  all  areas.  Designing  Hospital  Training 
Programs  presents  a refreshing  and  compre- 
hensive approach  to  assist  in  the  development  of 
such  programs. 

The  authors  suggest  that  in  each  hospital  one 
of  two  viable  alternatives  be  established.  When 
administratively  feasible,  a department  of  edu- 
cation should  be  set  up.  If  this  is  not  possible, 
then  the  organization  of  an  education  committee 
consisting  of  an  education  coordinator  and 
representatives  from  other  departments  is  de- 
sirable. Programs  which  are  developed  must  fit 
the  needs  of  the  employees,  and,  by  involving  the 
department  heads  and  supervisors  as  educators, 
the  goal  is  accomplished.  The  book  is  oriented  to 
lay  teachers,  which  is  certainly  appreciated  by 
health  workers  who  are  not  trained  as  educators. 
The  comprehensive  approach  to  data  gathering 
and  analysis  will  stimulate  the  initial  step  toward 
inservice  education.  The  key  to  the  approach 
offered,  however,  is  the  designing  process.  A 
thorough  discussion  of  the  factors  involved  in 
this  process  is  systematically  organized  into  a 
“Model  for  Course  Design.”  Hospital  educators 
will  find  the  various  methods  and  approaches 
discussed  in  the  model  very  helpful.  The 
examples  of  course  outlines,  instructional  media 
and  evaluation  tools  make  a worthwhile  con- 
tribution to  the  book.  The  basic  educational 
principles  provide  the  health  care  supervisor 
with  some  tangible  practical  methods  of  estab- 
lishing hospital  training  programs. 

As  a member  of  the  management  team,  I 
would  highly  recommend  this  book  be  a very 
basic  text  in  the  development  of  the  educational 
programs  in  health  service  facilities  of  any  size. 

Margaret  Jobes,  RN 
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THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

MEDICAL  ECONOMICS  COMMITTEE 

The  meeting  of  the  Medical  Economics  Committee  of  the 
Arizona  Medical  Association,  Inc.  held  August  23,  1975  at  810 
West  Bethany  Home  Road.  Phoenix.  Arizona,  convened  at 
10:27  a.m.,  Robert  P.  Purpura,  M.D.,  Chairman  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  March  1,  1975,  were 
approved  as  distributed. 

RESOLUTION  4-75 

The  following  resolution  was  referred  to  the  Medical 
Economics  Committee  by  the  House  of  Delegates  on  April  26, 
1975  for  study  and  recommendation  to  the  Board  of  Directors 
within  six  months;  the  Board  of  Directors  then  to  report  their 
conclusions  to  the  general  membership. 

WHEREAS,  National  and  State  governments  are  becom- 
ing controllers  of  health  care  practices  and  costs;  and 

WHEREAS,  The  physicians  of  Arizona  and  the  United 
States  are  placed  increasingly  in  the  position  of  being 
dictated  to  rather  than  listened  to  as  regards  these  policies; 
and 

WHEREAS,  Collective  action  is  our  only  reasonable 
recourse  to  governmental  direction  and  restriction;  therefore 
be  it 

RESOLVED,  That  the  Arizona  Medical  Association 
designate  or  create  a section  for  collective  bargaining  and 
political  and  economic  representation;  and  be  it  further 

RESOLVED,  That  the  Arizona  Medical  Association 
approach  each  member  for  the  legal  right  to  collectively 
bargain  for  him;  and  be  it  further 

RESOLVED,  That  the  Arizona  Medical  Association's 
delegates  to  the  American  Medical  Association  House  of 
Delegates  introduce  a like  resolution  in  that  body  at  their 
next  session.” 

Following  extensive  discussion  the  following  action  was 
taken: 

IT  WAS  MOVED  AND  CARRIED  TO  RECOMMEND 
TO  THE  BOARD  OF  DIRECTORS  THAT  CURRENT 
ECONOMIC  PRESSURES  ARE  MAKING  THE  NEED 
FOR  MORE  EFFECTIVE  COLLECTIVE  BARGAINING 
ESSENTIAL  THAT  THIS  ACTIVITY  COULD  BEST  BE 
DONE  BY  A COLLECTIVE  BARGAINING  UNIT  EX- 
TANT RATHER  THAN  BY  THE  ARIZONA  MEDICAL 
ASSOCIATION.  THE  COMMITTEE  FURTHER  RE- 
COMMENDS THAT  THE  BOARD  OF  DIRECTORS 
CONSIDER  WAYS  TO  IMPROVE  LIAISON  WITH 
EXISTING  COLLECTIVE  BARGAINING  UNITS  RA- 
THER THAN  TRYING  TO  ASSUME  THEIR  FUNC- 
TIONS. 

AMA  DEPARTMENT  OF  NEGOTIATIONS 

Mr.  Robinson  reported  on  the  subject  department  being 
created  by  the  AMA  indicating  that  when  the  program  is 
developed  that  members  of  the  staff  would  participate. 

(Continued  on  Page  901) 
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3 Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

3 Can  relieve  nausea  and  vomiting  often  associated  with  vertigo?' 

3 Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HC1)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HC1)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION . 

‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective : Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation.  


CONTRAINDICATIONS.  Administration  of  Antivert  (medizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  deft  palate 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Medizine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 


sensitivity to  it. 

WARNINGS.  Since  drowsiness  may.  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group 
Usage  in  Pregnancy . See  “Contraindications?’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 

vision  have  been  reported  PnPPI^ 

More  detailed  professional  information  available  on  nv/dllVJ 


request. 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Antrvert25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


Average  Time  Required  to  Fall  Asleep  14 

(Four  Geographically  Separated  Sleep  Researc 
Laboratory  Clinical  Studies,  16  Subjects) 


With  Dalmane K (flurazepam 
HC1),  results  are  highly 
predictable. 

As  demonstrated  below,  Dalmar 
induces  sleep  within  17  minutes,  o 
average:14 


How  do  you 
handle  trouble 
falling  asleep? 


And  for  those  with  trouble 
aying  asleep  or  sleeping 
ing  enough... 

...sleep  research  laboratory 
inical  studies  prove:  Dalmane 
jcreases  number  of  nighttime 
wakenings  and  increases  total 
eep  time.5 

Dalmane  (flurazepam  HC1) 
relatively  safe,  seldom 
luses  morning  “hang-over” 

Dalmane  is  generally  well 
derated.  The  usual  adult  dose  of 
) mg  should  initially  be  lowered  to 
> mg  for  the  elderly  and 
sbilitated,  to  help  preclude 
versedation,  dizziness  or  ataxia, 
ppraisal  of  possible  risks  is 
jggested  before  prescribing. 

EFERENCES: 

Karacan  I , Williams  RL,  Smith  JR: 
he  sleep  laboratory  in  the  investigation 
sleep  and  sleep  disturbances.  Scientific 
chibit  at  the  124th  annual  meeting  of  the 
merican  Psychiatric  Association, 

/ashington  DC,  May  3-7,  1971 
Frost  JD  Jr:  A system  for  automati- 
illy  analyzing  sleep.  Scientific  exhibit  at 
ie24th  annual  Clinical  Convention  of  the 
merican  Medical  Association,  Boston, 
ov  29-Dec  2,  1970;  and  at  the  42nd 
nnual  scientific  meeting  of  the  Aerospace 
ledical  Association,  Houston,  Apr  26-29, 
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. Vogel  GW:  Data  on  file,  Medical  Depart - 
tent,  Hoffmann-La  Roche  Inc.,  Nutley  NJ 
. Dement  WC:  Data  on  file,  Medical 
•epartment,  Hoffmann-La  Roche  Inc., 
lutley  NJ 

. Data  on  file,  Medical  Department, 
loffmann-La  Roche  Inc.,  Nutley  NJ 

lefore  prescribing  Dalmane  (flurazepam 
IC1),  please  consult  complete  product 
iformation,  a summary  of  which  follows: 
ndications:  Effective  in  all  types  of  insomnia 
haracterized  bv  difficulty  in  falling  asleep, 
requent  nocturnal  awakenings  and/or  early 
norningawakening;  inpatients  with  recurring 
isomnia  or  poor  sleeping  habits;  and  in 
cute  or  chronic  medical  situations  requiring 
estful  sleep.  Since  insomnia  is  often  transient 
ind  intermittent,  prolonged  administration  is 
enerally  not  necessary  or  recommended. 


Contraindications:  Known  hypersensitivity 
to  flurazepam  HC1. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocyto- 
penia, sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion, 
restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical 
reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity,  have  also  been  reported  in 
rare  instances. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HC1. 


Ynican 
depend  on  the 
efficacy  of 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients).  „•  y 

One  15-mg  capsule  h.s.-  initial  dosage  for  ^ 

elderly  or  debilitated  patients.  •**L-  J y' 

for  insomnia  54 + 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  within  17  minutes,  on  average 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Should  a 

specially  prepared 
package  insert 
be  made  available  to 
patients? 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Rhi 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


Dialogue 


The  idea  of  a so-called  patier 
package  insert  has  been  around  fc 
a long  time.  Many  physicians  alree 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  Ai 
some  physicians  give  verbal  instri 
tions;  but  in  too  many  instances 
these  are  what  I call  eye-glazing  e> 
ercises.  I have  seen  patients  sit  wit 
glazed  eyes  listening  to  a rapid-fin 
lecture  by  a hurried  physician  whc 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  then 
fore  do  not  follow  instructions.  So 
think  the  idea  of  an  official  packag 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  ;j 
extension  of  drug  labeling. 


The  benefits  of  patient  involvemenl 

Many  physicians  may  not  rea 
ize  how  frequently  a patient  obtain 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  An 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  han 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre 
scription,  is  a bill. 

As  an  educator  I am  impresse 
by  the  principle  that  the  best  way  t< 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  a 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complication: 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa 
tient— particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a packag; 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  doa 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  “this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,’’  as  long 
as  our  process  for  getting  the’infor- 
mation  is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I'm  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
a special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyone takinganti- 
histamines  not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry.theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I'd  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


UNIFORM  HEALTH  INSURANCE  FORM 

It  was  reported  that  Medicare  had  agreed  to  use  the  subject 
form  developed  by  the  AMA  and  others  once  another  major 
insurance  carrier  had  agreed  to  do  so.  Mr.  Robinson  indicated 
that  Arizona  Blue  Cross  has  agreed  to  use  the  form  starting  in 
January  1976  which  would  then  trigger  the  Medicare  policy 
stated  above. 

INDUSTRIAL  COMMISSION  OF  ARIZONA 

Extended  discussion  ensued  on  the  preparation  needed  for 
this  fall’s  negotiations  with  the  ICA  over  the  matter  of 
physician’s  fees.  Review  of  Consumer  Price  Index  informa- 
tion, effect  of  malpractice  premiums,  fees  being  paid  by  the 
Foundations  and  many  other  aspects  was  made. 

It  was  recommended  that  we  use  a professional  negotiator, 
Mr.  Fred  Steiner  of  Snell  &r  Wilmer  and  that  we  seek  actuarial 
assistance  from  Mr.  Herber  Bool  of  the  Marti  E.  Segal 
Company. 

The  negotiating  team  is  to  consist  of  Drs.  Bennett, 
Howland,  Moraca,  Purpura  and  Switzer  who  will  meet  with 
the  consultants  on  September  25. 

Meeting  adjourned  12:25  p.m. 

William  E.  Crisp,  M.D. 

Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 


HEALTH  MANPOWER  COMMITTEE 

The  meeting  of  the  Health  Manpower  Committee  of  the 
Arizona  Medical  Association,  held  Wednesday,  September  24, 
1975,  at  810  W.  Bethany  Home  Road,  Phoenix,  convened  at 
7:00  p.m.,  Louis  C.  Kossuth,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  July  9,  1975,  were 
approved  as  distributed. 

INFORMATION  MATERIAL 

Copies  of  the  "Inventory  of  Selected  Health  Professionals” 
published  by  the  Arizona  Dept,  of  Health  Services  and 
Projected  Arizona  Population  Estimate  published  by  the 
Dept,  of  Economic  Security  were  distributed  to  the  Com- 
mittee for  information. 

ASSESSMENT  OF  HEALTH  MANPOWER  NEEDS 

The  joint  meeting  of  representatives  of  the  Section  on 
Rural  and  Migrant  Health,  RMP  and  ADHS  to  discuss  the 
resolution  concerning  an  assessment  of  health  manpower 
needs  in  Arizona  was  reported  on  by  Dr.  Nichols  and  Mr. 
Wagner  of  the  Arizona  Department  of  Health  Services.  They 
felt  there  was  a meaningful  exchange  of  ideas.  Mr.  Wagner 
advised  that  ADHS  plans  to  publish  a pamphlet  describing 
what  each  of  the  organizations  is  doing  in  the  field  of  health 
manpower. 

Dr.  Kossuth  suggested  that  perhaps  it  would  be  best  to 
table  action  on  the  manpower  need  assessment  until  the 
results  of  these  deliberations  could  be  determined.  The 
coordination  of  efforts  that  is  taking  place  was  commended. 

RMP  RECRUITMENT  PROGRAM 

Ted  McFarlan  advised  that  he  was  asked  to  continue  his 
work  with  RMP  until  November.  He  reported  on  current 
activities.  Seligman  is  in  process  of  converting  an  old 


building  which  was  contributed  to  the  community  into  a 
clinic,  and  will  be  served  by  Dr.  Vasquez  from  Williams. 
There  is  also  a Pediatrician  from  Prescott,  who  is  now 
traveling  around  the  communities  in  the  Northern  part  of  the 
State  seeing  patients  as  needed. 

Holbrook  has  done  their  own  physician  recruiting  and  is 
building  a clinical  facility  on  the  hospital  grounds.  They  are 
interested  in  getting  a physician  into  the  Snowflake-Taylor 
area,  to  be  subsidized  by  the  Holbrook  hospital. 

The  man  and  wife  team  scheduled  for  Gila  Bend  have  still 
not  arrived.  There  have  been  repeated  delays  in  their  plans. 

TASK  FORCE  MEETING 

Dr.  Kossuth  and  Dr.  Nichols  repoted  on  a Task  Force 
meeting  of  the  Health  Manpower  Advisory  Committee  of 
ADHS.  This  group  has  designed  a 6-page  questionnaire 
which  will  be  sent  to  all  employers  of  health  workers,  which 
they  are  trying  now  to  cut  down  to  one  page  if  possible. 

PSYCHIATRIC  CARE  FOR  PRISON  PATIENTS 

Dr.  St.  John  reported  on  Senate  Bill  1201  which  mandates 
the  Arizona  State  Hospital  to  treat  psychiatric  patients  from 
the  State  Prison.  However,  the  bill  contains  no  definition  of 
"psychiatric  patients”,  nor  any  allocation  of  funds  to  the 
hospital  to  treat  these  prison  inmates.  The  maximum 
security  section  of  the  hospital  has  100  beds,  but  has  been 
running  lower  than  that.  In  order  to  provide  funds  to  take 
care  of  the  capacity  population  now  there,  the  hospital  has 
had  to  give  up  three  physician  positions. 

The  Committee  was  quite  concerned,  but  felt  this  does  not 
come  under  their  jurisdiction.  Dr.  St.  John  was  requested  to 
bring  the  matter  to  the  attention  of  the  Professional 
Committee’s  Section  on  Mental  Health  with  any  recom- 
mendations he  might  have  for  solution  of  the  problem. 

ARIZONA  HEALTH  SERVICE  CORPS 

The  recommendations  of  the  Section  on  Rural  and 
Migrant  Health  for  revision  of  the  AHSC  proposal  were 
distributed.  The  proposal  was  then  gone  over  page  by  page, 
with  input  from  all  present  on  suggested  revisions.  The  two- 
page  synopsis  is  to  be  re-written  incorporating  these  changes 
for  presentation  to  the  Board  of  Directors  on  Sepember27  for 
information  only.  The  proposal  is  then  to  be  re-written  and 
mailed  to  all  members  of  the  Section  and  this  Committee  in 
time  to  be  reviewed  before  the  November  1st  meeting  of  the 
Section.  This  Committee  will  then  review  the  document 
again  during  the  first  week  of  November. 

The  question  was  raised  as  to  whether  or  not  the  proposal, 
if  approved,  should  be  made  jointly  by  the  ArMA  Foundation 
and  the  LIniversity. 

IT  WAS  MOVED  AND  CARRIED  THAT  WHEN 
APPLICATION  FOR  FUNDING  IS  MADE,  THAT  THE 
UNVERSITY  OF  ARIZONA  DEPARTMENT  OF  FAMILY 
AND  COMMUNITY  MEDICINE  BE  THE  SECONDARY 
APPLICANT,  WITH  THE  ArMA  FOUNDATION  AS 
PRIMARY  APPLICANT. 

NEXT  MEETING 

The  next  meeting  will  probably  be  Wednesday,  November 
5,  1975. 

The  meeting  adjourned  at  9:10  p.m. 

William  E.  Crisp,  M.D., 

Secretary 

by 

Misty  Coumbe, 

Assoc.  Exec.  Dir. 
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PHYSICIAN  REHABILITATION  COMMITTEE 


EXECUTIVE  COMMITTEE 


The  meeting  of  the  Physician  Rehabilitation  Committee 
of  the  Arizona  Medical  Association,  Inc.,  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  Saturday,  Sep- 
tember 20,  1975,  convened  at  2:47  p.m.,  Richard  E.  H. 
Duisberg,  M.D.,  chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  December  8,  1973  were 
approved  as  distributed. 

REVIEW 

Dr.  Duisberg  reviewed  the  activities  of  the  committee  since 
it  was  created.  He  indicated  that  the  committee  handled  three 
cases  during  1974  and  three  cases  so  far  in  1975.  All  cases 
being  handled  by  selected  sub-committees  of  the  parent 
committee.  He  also  indicated  that  he  was  following  up  each 
case  every  six  months. 

He  reported  that  the  committee’s  existence  has  been 
published  at  least  four  times  in  Medical  Memos  and  three 
times  in  Arizona  Medicine  as  well  as  in  the  Woman’s 
Auxiliary  newsletter. 

It  was  determined  to  have  the  writeup  redone  and 
published  in  the  Pima  County  Medical  Society’s  SOM- 
BRERO as  well  as  in  the  Pima  County  Woman’s  Auxiliary 
newsletter.  Future  publicity  of  the  committee’s  activities  to  be 
at  the  discretion  of  the  Chairman. 

A.R.S.  32-1451  (A) 

The  subject  section  of  Arizona  Revised  Statutes  dealing 
with  reporting  to  the  Board  of  Medical  Examiners  was 
discussed. 

"32-1451.  Grounds  for  censure,  probation,  suspension 
or  revocation  of  license;  duty  to  report;  immunity; 
unprofessional  conduct  hearing;  decision  of  board 

A.  The  board  on  its  own  motion  may  investigate  any 
evidence  which  appears  to  show  that  a doctor  of  medicine  is 
or  may  be  medically  incompetent  or  is  or  may  be  guilty  of 
unprofessional  conduct  or  is  or  may  be  mentally  or  hysically 
unable  safely  to  engage  in  the  practice  of  medicine.  Any 
doctor  of  medicine,  or  the  Arizona  Medical  Association,  Inc.,  or 
any  component  county  society  thereof  shall,  and  any  other 
person  may,  report  to  the  board  under  oath  any  information 
such  doctor,  association,  society  or  person  may  have  which 
appears  to  show  that  a doctor  of  medicine  is  or  may  be 
medically  incompetent  or  is  or  may  be  guilty  of  unpro- 
fessional conduct  or  is  or  may  be  mentally  or  physically 
unable  safely  to  engage  in  the  practice  of  medicine.  Any 
person  required  to  report  under  this  section  who  provides 
such  information  in  good  faith  shall  not  be  subject  to  suit  for 
civil  damages  as  a result  thereof." 

Question  was  raised  regarding  the  interpretation  of  the 
words  "or  may  be"  and  how  this  would  affect  the  activities  of 
the  committee. 

IT  MOVED  AND  CARRIED  TO  ASK  BOMEX  FOR  A 
MEETING  TO  DISCUSS  THIS  MATTER.  THE  COM- 
MITTEE TO  BE  REPRESENTED  BY  DRS.  DUISBERG, 
BENDHEIM  AND  TOMLINSON. 

Meeting  adjourned  4:06  p.m. 

William  E.  Crisp,  \1.D. 

Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 


The  Executive  Committee  meeting  of  the  Arizona  Medical 
Association,  Inc.,  held  at  810  West  Bethany  Home  Road, 
Phoenix,  AZ  on  Saturday,  September  27,  1975,  a quorum 
being  present,  convened  at  7:21  a.m.,  William  C.  Scott, 
M.D., President  and  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  August  15,  1975,  were 
approved  as  distributed. 

AMA  CLINICAL  MEETING 
Rocky  Mountain  Conference 

Discussion  ensued  on  the  possibility  of  getting  the 
Conference  more  involved  in  political  activities  as  well  as 
taking  stands  on  specific  issues. 

It  was  determined  to  leave  this  matter  up  to  the  delegates.  It 
was  also  determined  to  discuss  the  advisability  of  having 
more  than  one  meeting  at  the  December  1st  meeting  of  the 
conference. 

Reference  Committee  Assignments 

The  following  reference  committee  assignments  were 
made: 

Constitution  and  Bylaws  W.  Scott  Chisholm,  M.D. 

A Patrick  P.  Moraca,  M.D. 

B Richard  O.  Flynn,  M.D. 

C William  C.  Scott,  M.D. 

D Arthur  V.  Dudley,  M.D. 

E John  J.  Standifer,  M.D. 

F Seymour  I.  Shapiro,  M.D. 

G Doug  Outcalt 

H Edward  Sattenspiel,  M.D. 

Caucus 

It  was  determined  to  hold  the  first  caucus  on  Sunday, 
November  30,  following  the  House  of  Delegates  adjourn- 
ment. Luncheon  meetings  during  the  meeting  to  be  at  the 
discretion  of  the  senior  delegate. 

Selection  of  Delegation  Chairman 

The  subject  of  selecting  someone  other  than  the  Senior 
Delegate  as  Chairman  of  the  delegation  was  discussed.  It  was 
determined  to  leave  this  matter  up  to  the  delegates. 

Future  Meetings 

It  was  determined  to  leave  the  matter  of  future  meetings  of 
the  Executive  Committee  and  the  AMA  delegation  up  to  the 
president. 

PHYSICIAN'S  NEWS  BUREAU 

It  was  reported  that  Merrill  S Chernov,  M.D.  was  invited  to 
the  Board  meeting  to  discuss  the  activities  of  his  group. 

ROLE  OF  THE  MEDICAL  DIRECTOR  IN  THE 

LONG-TERM  CARE  FACILITY 

IT  WAS  MOVED  AND  CARRIED  TO  APPROVE  CO- 
SPONSORSHIP OF  AN  AMA  SEMINAR  ON  THE 
SUBJECT  MATTER 

SOUTH  PACIFIC  TRIP 

Mr.  Robinson  recommended  that  Mr.  & Mrs.  Barnett 
benefit  from  the  South  Pacific  trip  planned  for  January  29, 
1975.  APPROVED 

CHIEFS  OF  STAFF/EXECUTIVE  COMMITTEE 
MEETING  OF  9/19/75 

Dr.  Scott  reviewed  the  subject  meeting  dealing  with  the 
assessment  of  peer  review  activities  in  the  various  hospitals 
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throughout  the  state.  It  was  agreed  that  this  activity  is  of  great 
importance  and  that  the  Association  should  take  the 
leadership. 

IT  WAS  MOVED  AND  CARRIED  TO  REFER  THIS 
MATTER  TO  THE  MEDICAL  EDUCATION  COMMIT- 
TEE TO  DEVELOP  A PROGRAM  TO  IMPROVE  PEER 
REVIEW  ACTIVITIES. 

DEPARTMENT  OF  HEALTH  SERVICES  DIRECTOR 

Discussion  of  whether  we  should  express  the  Association's 


opinion  on  who  the  director  of  the  Department  of  Health 
Services  might  be  ensued. 

IT  WAS  MOVED  AND  CARRIED  TO  TAKE  NO 
ACTION  AT  THIS  TIME,  BUT  TO  RECONSIDER  THE 
MATTER  WHEN  THE  FINAL  LIST  OF  CANDIDATES  IS 
AVAILABLE. 

Meeting  adjourned  10:05  a.m. 

William  E.  Crisp,  M.D. 

Secretary 


THE  ARIZONA  MEDICAL  ASSOCIATION 
FOUNDATION,  INC. 

BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  he  Arizona 
Medical  Association  Foundation,  Inc.  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona  on  Saturday, 
September  27,  1975,  convened  at  12:43  p.m.,  William  C.  Scott, 
M.D.,  president  and  chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  June  28,  1975  were 
approved  as  distributed. 

INTERIM  OPERATING  COMMITTEE  DESIGNATION 

IT  WAS  MOVED  AND  CARRIED  TO  APPROVE  THE 
EXECUTIVE  COMMITTEE’S  DESIGNATION  OF  THE 


MATERNAL  AND  CHILD  HEALTH  CARE  COMMIT- 
TEE OF  THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
AS  THE  INTERIM  OPERATING  COMMITTEE  FOR 
THE  ARIZONA  REGIONAL  PERINATAL  PROGRAM 
WITH  AUTHORITY  OVER  THE  ROBERT  WOOD 
JOHNSON  FOUNDATION  GRANT. 

CREDIT  CARDS 

IT  WAS  MOVED  AND  CARRIED  TO  AUTHORIZE 
THE  ESTABLISHMENT  OF  CREDIT  CARD  ACCOUNTS 
FOR  WILLIAM  J.  MOORE,  M.D.  WITH  THE  VALLEY 
NATIONAL  BANK  (MASTER  CHARGE  CARD)  AND 
THE  FIRST  NATIONAL  BANK  (BANKAMERICARD). 

FINANCIAL  STATEMENT 

The  following  financial  statement  for  the  period  ending 
8/31/75  was  received: 


ACTUAL 

BUDGET 

Year- 

Year-to-Date 

Month  of 

To-Date 

Under/(Over)  Total  Annua 

August 

8/31/75 

Budget  Budget 

REVENUE 


401 

RWJF  GRANT 

$ 250,000.00 

S 250,000.00 

$ 189,610.00 

$ 439,610.00 

450 

INTEREST 

— 0— 

— 0— 

— 0— 

— 0— 

455 

OTHER 

— 0— 

— 0— 

— 0— 

— 0— 

TOTAL  REVENUE 

250,000.00 

250,000.00 

189,610.00 

$ 439,610.00 

EXPENDITURES 

500 

ADMINISTRATION 

9,831.57 

9,831.57 

118,028.43 

$ 127,860.00 

600 

SCREENING 

— 0— 

— 0— 

19,500.00 

19,500.00 

700 

SERVICES 

-0- 

— 0— 

167,000.00 

167,000.00 

800 

TRANSPORT 

— 0— 

— 0— 

19,000.00 

19,000.00 

900 

COMMUNICATIONS 

— 0— 

— 0— 

37,000.00 

37,000.00 

1000 

EDUCATION 

— 0— 

— 0— 

19,250.00 

19,250.00 

1100 

FOLLOW  UP  CARE 

— 0— 

— 0— 

40,000.00 

40,000.00 

1200 

DATA  SYSTEMS 

— 0— 

— 0— 

10,000.00 

10,000.00 

1300 

EVALUATION 

— 0— 

— 0— 

— 0— 

— 0— 

TOTAL  EXPENDITURES 

$ 9,831.57 

S 9,831.57 

$ 429,778.43 

S 439,610.00 

Meeting  adjourned  12:52  p.m. 

William 

E.  Crisp,  M.D. 

Secretary 
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SOME  FAMOUS  (BAD)  STUDENTS 

The  following  illustrious  personages  were  at 
one  time  expelled  from  school.  Match  the  culprit 
with  the  offense. 

1.  Guy  de  Maupassant 

2.  Salvador  Dali 

3.  Sarah  Bernhardt 

4.  Samuel  Johnson 

5.  Sir  William  Osier 

6.  William  Penn 

7.  Wilhelm  Roentgen 

A.  Holding  religious  meetings  at 
Oxford 

b.  Playing  truant  because  of  a 
love 

C.  Drinking  the  Father 

Superior’s  Wine 

D.  Climbing  over  a wall  at  dark 

to  talk  to  soldiers 

E.  Drawing  a caricature  of  his 

teacher 

F.  Refusing  to  allow  his  teachers 

to  criticize  his  art 

G.  Letting  a flock  of  geese  into 

the  classroom 

Adapted  From:  Ronald  S.  Illingworth,  M.D.,  F.R.C.P., 
Destined  for  fame — but  one  would  not  think  it,  Pediatrics 
54:133-135,  1974 

(From  Delaware  Medical  Journal  July  1975) 

'3— L 'V— 9 D — 5 ‘a— F Q— g ‘3— Z ‘3—1  szaMsuy 


This  advertisement  is  neither  an  offer  to  sell  nor  a solicitation  of  an  offer  to  buy  any  of  these 
securities.  The  offer  is  made  only  by  means  of  the  Prospectus  and  is  restricted  to  bona  fide 
residents  of  Arizona. 

NEW  OFFERING 

Limited  Partnership  Interests  In 
Granada  Royale  Hometel  — Tucson 
2,000  Units;  $500  per  Unit 


Arizona  residents  can  invest  in  the  newest 
Granada  Royale  Hometel  — in  Tucson. 


PRIM C1PAL  FEATURES: 

• $500  minimum  investment. 

• Substantial  tax  write-off  in  1975. 

• 10%  annual  preference  as  to  cash  distributions  plus 
pay-out  potential  over  10%. 

• Any  distributions  of  cash  will  be  made  quarterly  and  will 
be  partially  tax-sheltered. 

• Investment  secured  by  real  assets  already  in  operation. 


The  Granada  Royale  Hometel  of  Tucson  comprises  142  suites 
in  a 3-story  structure  located  at  5335  East  Broadway,  Tucson, 
Arizona. 

To  obtain  a copy  of  the  Prospectus,  call  967-1621  or  fill  out  and 
return  this  coupon. 


Illllllll I IIIIIIIII Ill 

Hometels  of  Tucson,  Inc. 

2b09  West  First  Street  Tempe,  Arizona  $5281 

I am  a resilient  of  Arizona. 

Please  send  a copy  of  the  Prospectus  describing  the  Limited  Partnership  interests  in  £ 
the  Granada  Royale  Hometel  - Tucson. 


Name . 


Address _ 
City 


_ State _ 


-Zip. 


“ Phone — S 

mi  nun 
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HYPERKINESIS  AND  LEARNING  DISABILITIES 


Future 

Medical  Meetings 


CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  HAVE  RECEIVED  ArMA  ACCREDITA- 
TION FOR  CONTINUING  MEDICAL  EDUCATION. 


November  22,  1975 
Stardust  Hotel,  Planet  Room,  1975 

SPONSOR:  Arizona  Association  for  Children 
with  Learning  Disabilities 

CONTACT: 

Sidney  Jacson  Adler,  M.D. 

1 820  West  Lincoln 
Anaheim,  CA  92801 


ARIZONA  STATE  HOSPITAL,  PHOENIX 

GOOD  SAMARITAN  HOSPITAL,  PHOENIX 

PHOENIX  INDIAN  MEDICAL  CENTER 

MARICOPA  COUNTY  GENERAL  HOSPITAL,  PHOENIX 

ST.  LUKE’S  HOSPITAL  AND  MEDICAL  CENTER,  PHOENIX 

ST.  JOSEPH’S  HOSPITAL  AND  MEDICAL  CENTER,  PHOENIX 

TUCSON  HOSPITALS  MEDICAL  EDUCATION  PROGRAM,  TUCSON 

VETERANS  ADMINISTRATION  CENTER,  PRESCOTT 


Approved  for  3 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CONTINUING  MEDICAL  EDUCATION  ACTIVITIES  SPONSORED  BY  THESE 
INSTITUTIONS  RECEIVE  CATEGORY  1 CREDIT  FOR  THE  ArMA  CER 
TIFICATE  IN  CONTINUING  MEDICAL  EDUCATION  AND  THE  AMA  PHYSI 
CIAN'S  RECOGNITION  AWARD. 


SURGICAL  CONFERENCE  "SHOCK  & TRAUMA" 


DR.  ROBERT  GOODKIN  ON 
CRANIAL  ANEURYSMS  & SPINAL  CORD  TUMORS 

November  1 4,  1 975 
Navapache  Hospital,  Lakeside,  AZ 

SPONSOR:  Navapache  Hospital 

CONTACT: 

D.  L.  Neel,  M.D. 

McNary  Clinic 
Lakeside,  AZ  85929 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


November  22,  1975 
Maricopa  County  General  Hospital 

SPONSOR:  Maricopa  County  General  Hosp. 

CONTACT: 

H.  F.  Lenhardt,  M.D. 

Maricopa  County  General  Hospital 
Dir.  of  Medical  Education 
2601  E.  Roosevelt  St. 

Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THE  ABDOMEN 

Department  of  Radiology 
Maricopa  County  General  Hospital 
Phoenix,  AZ 

November  15,  1975,  8 a.m.  - 5 p.m. 

SPONSOR:  Department  of  Radiology 

CONTACT: 

Coordinators 

Austin  R.  Sandrock,  M.D.,  Chairman 
Alex  Newman,  M.D. 

Dept,  of  Radiology 
Maricopa  County  General  Hospital 
2601  E.  Roosevelt 
Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


LEGISLATION  IN  MOTION  CONFERENCE: 
AWARENESS-ADVOCACY,  HEALTH  ISSUES 
THE  LAW  AND  YOU 

November  1 5,  1 975 
The  Inn  at  McCormick  Ranch 
Scottsdale,  AZ 

SPONSOR:  College  of  Nursing,  ASU; 

Arizona  Nurses'  Assoc.  Comte,  on  Education 

CONTACT: 

Marilyn  Bagwell,  Asst.  Prof. 

Carleen  Ellis,  Asst.  Prof. 

College  of  Nursing,  ASU 
Tempe,  AZ  85281 

Approved  for  6.5  elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PEDIATRIC  NEUROLOGY 

November  29,  30,  1975  — 8 a.m. 
Mountain  Shadows,  Phoenix,  AZ 

SPONSOR:  Arizona  Pediatric  Society 

AZ  Chapt.  American  Academy  of  Pediatrics 

CONTACT: 

David  P.  Folkestad,  M.D. 

3116  N.  47th  Street 
Phoenix,  AZ  8501  8 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THE  TREATMENT  OF  DRUG  ABUSE 

December  5 & 6,  1 975 
Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  University  of  Arizona  College  of  Medicine 

CONTACT: 

Kenneth  S.  Russell,  Ed.D. 

Department  of  Pharmacology 
University  of  Arizona 
Tucson,  AZ  85724 

Approved  for  1 1 % required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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DEPRESSION  WORKSHOP 

(Medcom  Program) 

December  1 0,  1 975 

Arizona  Training  College,  Coolidge,  AZ 

SPONSOR:  Len  Perinetti 

CONTACT: 

Len  Perinetti 
P.O.  Box  1467 
Coolidge,  AZ 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  OPHTHALMOLOGICAL  SOCIETY 

December  1 3,  1 975 
Skyline  Country  Club,  Tucson,  AZ 

SPONSOR:  Arizona  Ophthalmological  Society 

CONTACT: 

John  H.  Tedford,  M.D. 

P.O.  Box  27466 
Tucson,  AZ  85726 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


NINETEENTH  ANNUAL  CARDIAC  SYMPOSIUM 

January  23-24,  1976 
Mountain  Shadows,  Scottsdale,  AZ 

SPONSOR:  American  Heart  Assoc.,  Arizona  Affiliate 

CONTACT: 

Brendan  Phibbs,  M.D.,  Prog.  Dir. 

American  Heart  Association 
1445  E.  Thomas  Road 
Phoenix,  AZ  8501  4 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THIRD  ANNUAL  SYMPOSIUM 
of  the  BARROW  NEUROLOGICAL  INSTITUTE 

Camelback  Inn,  Scottsdale,  AZ 
February  5 - 7,  1 976 

SPONSOR:  Barrow  Neurological  Institute 

CONTACT: 

Richard  A.  Thompson,  M.D.,  Division  of  Neurology 

Barrow  Neurological  Institute 

St.  Joseph's  Hospital  & Medical  Center 

350  West  Thomas  Road 

Phoenix,  AZ  85013 

Approved  for  15  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DAY  OF  RHEUMATOLOGY 

March  12,  1976 
Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  St.  Joseph's  Hospital  & Medical  Center 

CONTACT: 

Ethelann  Murray,  M.D. 

St.  Joseph's  Hospital  & Medical  Center 
350  W.  Thomas  Road 
Phoenix,  AZ  85013 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GASTROENTEROLOGY  FOR  CLINICIANS-1976 

March  18-20,  1976 
Adams  Hotel,  Phoenix,  AZ 

SPONSOR:  Institute  of  Gastroenterology 
Good  Samaritan  Hospital 

CONTACT: 

David  C.  H.  Sun,  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GLENDALE  SAMARITAN  HOSPITAL 

7 A.M.  Second  Tuesday  Each  Month 
Conference  Room 

Nov.  1 1 — Evaluation  of  the  Patient  with 
Peripheral  Vascular  Disease 

Dec.  9 — Current  Concepts  in  Anesthesia 

SPONSOR:  Glendale  Samaritan  Hospital 

CONTACT: 

Antonio  Toraya,  M.D.,  FACS 
4550  N.  51st  Ave. 

Phoenix,  AZ  85031 

Approved  for  1 required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PSYCHIATRIC  GRAND  ROUNDS 

Every  Wednesday,  September  - May 
4:00  p.m.  to  5:30  p.m. 

Arizona  Medical  Center,  Tucson,  AZ,  Rm.  8403 

SPONSOR:  Department  of  Psychiatry,  U of  A 
College  of  Medicine 

CONTACT: 

Roy  N.  Killingsworth,  M.D. 

Dept,  of  Psychiatry 
Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  l'/2  per  session  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  MEDICINE  9Q7 


PHYSICIAN  TRAINING  PROGRAM 


SOUTHWESTERN  SEMINAR  ON 
NEUROMUSCULAR  DISEASES 

February  13-14,  1976 

SPONSOR:  U of  A College  of  Medicine 
Depts.  of  Neurology  and  Pathology 

CONTACT: 

Lawrence  Z.  Stern,  M.D. 

Jack  M.  Layton,  M.D. 

College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PROSTOGLANDINS 

February  19,  1976 
Flagstaff,  AZ 

SPONSOR:  Coconino  County  Medical  Soc.  & 

Upjohn  Pharmaceutical  Co. 

CONTACT: 

Mr.  Dan  O'Connor,  Prog.  Dir. 

900  N.  Cahuenga  Blvd. 

Los  Angeles,  CA  90038 

Approved  for  1 elective  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


INTERNATIONAL  CONFERENCE  ON 
INTEGRATED  CANCER  MANAGEMENT 

February  18-21,  1976 
Phoenix,  AZ,  Adams  Hotel 

SPONSOR:  Good  Samaritan  Hospital,  Division 
of  Oncology,  American  Cancer  Society, 

Arizona  Division 

CONTACT: 

Robert  Thoeny,  M.D.,  Prog.  Chairman 
Director  of  Radiation  Oncology 
Good  Samaritan  Hospital 
1033  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  16  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GRAND  ROUNDS 

Each  Thursday  7 a.m.-8  a.m. 

St.  Mary's  Hospital,  Trek  Room,  Tucson,  AZ 

SPONSOR:  Depts.  of  Medicine,  Surgery,  Radiology, 

Pathology  and  Family  Practice. 

CONTACT: 

Richard  Silver,  M.D.,  Dir. 

Medical  Education 
Century  Medical  Plaza,  Ste.  106 
1701  West  St.  Mary's  Road 
Tucson,  AZ  85703 

Approved  for  1 required  hour  per  round  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


October  1 , 1 975  - June  30,  1 976 
Tucson  Medical  Center,  Tucson,  AZ 

SPONSOR:  Arthritis  Services  Program 

CONTACT: 

Beth  Ziebell,  Prog.  Dir. 

3813  E.  2nd  St. 

Tucson,  AZ  85716 

Approved  for  30  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


STAFF  EDUCATION  CONFERENCE 

Wednesdays,  Weekly,  1 p.m. 

Arizona  State  Hospital,  Phoenix,  AZ 

SPONSOR:  Arizona  State  Hospital 

CONTACT: 

Howard  E.  Wulsin,  M.D. 

Arizona  State  Hospital 
2500  E.  Van  Buren 
Phoenix,  AZ  85008 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 

Last  Tues.  of  Month 
Plaza  International,  Tucson,  AZ 

SPONSOR:  U of  A Medical  Center,  Dept,  of 
Radiology 

CONTACT:  Irwin  M.  Freundlich,  M.D. 

Arizona  Medical  Center 
Dept,  of  Radiology 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


BI-MONTHLY  MEDICAL  EDUCATION  SEMINAR 

Every  other  Wed.  AM 
Begin  7/3/74 

Maryvale  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Medical  Staff  Maryvale  Hospital 

CONTACT: 

Thomas  J.  Groves,  M.D. 

6037  W.  Elm  St. 

Phoenix,  AZ  85033 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuiing  Medical  Education. 
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CAMELBACK  HOSPITAL  CLINICAL  CONFERENCE 


FAMILY  PRACTICE  CONFERENCE 


3rd  Tuesday  monthly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


PATIENT  STAFFING  CONFERENCE 

Three  times  weekly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  conference  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 

MORBIDITY  & MORTALITY  CONFERENCE 

2nd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  PATHOLOGICAL  CONFERENCE 

4th  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Director  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


MEDICAL  GRAND  ROUNDS 

3rd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


1 st  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave. 

Phoenix,  AZ  85015 

Approved  for  1 V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ  85724 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 

PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m. 

Room  4410,  Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

H.  E.  Cross,  M.D.,  Ph.D. 

Arizona  Medical  Center 
Dept,  of  Surgery 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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Vice  President— Thomas  11  Faber.  Jr..  M.D.  ... 
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COMMITTEES  — 1975-76 


AR  riCl.ES  Of  INCORPORA  I ION  & BYLAWS  Charles  L Henderson.  M.D  , 
Chairman  (Phoenix);  Philip  F Dew.  M I)  . (Tucson);  Arnold  H.  Dysterheft. 
M.D.  ( Lakeside);  Paul  B.  Jarrett,  M I)  . ( Phoenix);  Clarence  F Yount.  Jr.,  M.D 

BENEVOLENT  AND  LOAN  FUND:  Anhui  V Dudle\.  M.I)  . Chairman. 
(Tuc  son  i;  George  Adams.  M.I)  , (Tucson);  Ric  hard  L.  Dexter.  M.D.  ( I uc  son); 
R Lee  Foster,  M.D.  (Phoenix);  Edward  J.  Lefeber.  M.D.  (Mesa);  Cecil  ( 
Vaughn,  Jr.,  M.I).  (Phoenix);  Carl  1- . Voldeng,  M.I)  (Phoenix). 

FINANCF  Richard  I Dextei.  M.D.,  Chairman  (Tucson);  William  J.  Dunn. 
M.D.  (Phoenix):  Herbert  C Erhart,  Ji  . M.D.  (Springerville);  James  L.  Grobe, 
M D . (Phoenix);  Charles  (.  Hedges.  Jr..  M I).  (Phoenix);  Gerald  Marshall, 
M.D.  (Phoenix);  Robert  P.  Purpura,  M.D  . (Tucson);  Otto  S.  Shill.  Jr.,  M.D. 
i I empe);  Seymour  I Shapiro.  M.D.  ( I uc  son);  George  Wallace.  M.I).  (Scotts- 
dale). 

GOVI  RNME N I \I  SF  RVICF.s.  Arthur  1)  Nelson.  M I)  . Chairman. (Scottsdale); 
John  A Ash,  M 1)  .( Phoenix);  Otto  I . Bendheim,  M.D..  (Phoenix);  Suzanne 
I Dandoy.  M.I).  (Phoenix);  Donn  G Duncan.  M.D..  (Tucson);  Walter 
R Eicher.  M.D.  (Chandler);  Lloyd  5.  Epstein.  M.D.  (Tucson);  John  W 
Heaton.  M.I)..  (Phoenix);  Charles  Kalil.  M.D.  (Phoenix);  Frank  V Kean. 
M I).  ( I ucson);  Louis  C Kossuth.  M.D.  (Phoenix);  Joseph  J Likos,  M.D 
(Phoenix).  Joseph  1 Marcarelli.  M.I)  . (Sun  City);  Dei mont  W Melick. 
M I).  (I  ucson);  O Melvin  Phillips.  M.D.,  (Scottsdale);  Wallace  A Reed. 
M I)  (PhiK-mx);  Helen  M Roberts.  M.D.  (Phoenix).  Marvin  ( Schneidei. 
M.D  . (Phoenix). 

FIF  Al . I H M AN POW F R Louis  ( Kossuth.  M.D. . Chair  man  ( Phoenix).  ( lase\  D 
Khit.  M I)  i 1 uc  son);  Bruce  N C.urtis,  M.D  , (Safford);  Alexander  Kelter. 
M l)  . ( I ucson).  Edward  J.  I.efebei.  Jr..  M.D.  (Mesa):  Roger  A.  Lueck.  M.D  . 
(Phoenix);  Dermont  W Melick.  Ml).  (I  ucson);  John  B Miller.  MI), 
(Phoenix).  Andre  w W Nichols.  M.D  . (Tucson);  Robert  St  John.  M.D  , 
(Phoenix);  Manus  R Spaniter.  M.D.  (Prescott);  H Stephens  Thomas.  M I)  , 
(Phoenix):  Jess.-  W Tapp.  Ji  M I)  . (Tucson);  Herbert  L.  Winograd.  M.D  . 
( Phcxmix) 

HIS  I OR)  & OBI  II  \ R I E s John  \\  Kennedy,  M.D.,  Chairman  (Phoenix); 
Ftancis  | Bean.  M I)  ( I ucson);  V\alter  Brazie,  M.I)..  (Kingman);  C. Bland 
Giddings.  M.D  Mesa).  John  R Green,  M l)  , (Phoenix);  Abe  I Podolsks 
M.D.  (Yuma);  Jav  L.  Sitterley,  M.D  . (Flagstaff). 

LEGISI  A I I \ E Edward  Sattenspiel.  M.D  . Chairman.  (Phoenix);  Richard  U 
Abbuhl.  M D (Phoenix);  James  E.  Campbell.  M I)  . (Phoenix);  John  S 
Gulson.  M.I)  (Phoenix);  W Scott  Chisholm.  Jr..  M.C  (Phoenix);  Sam 
(.  Colachis.  It  . M.D.  (Phoenix);  Richard  L.  Collins.  M.D..  (Scottsdale) 
Donald  I (.ness.  M I)  . ( I ucson);  Louis  Hirsch.  M D..  ( I ucson);  Robert  I) 
Hedge!  1.  M.D  , (Prescott);  John  P Holbrook.  M.D,  (Tucson);  Gerald 
Marshall.  MI)..  (Phoenix);  Richard  McGill.  DO.  (Phoenix);  Gerald  F 
McNally,  M I)  . (Prescott);  Donald  R Miles.  M.D  . (Phoenix);  R Michael 


O Harra.  M l)  . (Phoenix);  Robert  J.  Oliver.  III.  M I)  . (Tucson);  Ratibor 
Patovich,  M l)  . (Phoenix);  O Melvin  Phillips.  M.D..  (Scottsdle);  Wilred 
M Pettier,  M.D..  (Scottsdale);  Paul  L.  Schnur.  M.D..  (Tucson);  Berton  Siegel. 
D O..  (Phoenix);  John  Vosskuhler.  M I).,  (Flagstaff);  Dennis  Weiland,  M.I)  . 
(Scottsdale). 

MATERNAL  & CHILD  HEALTH  CARE  Raymond  J.  Jennett.  M I)..  Chairman 
(Phoenix):  Frederic  W Baum.  M.D.  (Tempe);  Walter  B Cherny  M.D  . 
(Phoenix);  C.  Donald  Christian,  M.D.  (Tucson);  Warren  A.  Colton,  Jr..  M.D., 
(Tempe);  William  J.  R Daily,  M.D.,  (Phoenix);  Jack  H.  Demlow.  M.I)  . 
(Tucson);  Glenn  M.  Friedman.  M.D.  (Scottsdale);  Harlan  R (.lies.  M.D  . 
(Tucson);  Walter  K Kippard  III.  M.D  (Phoenix);  Belton  P Meyer.  M l)  . 
(Phoenix)  William  J Moore.  M.I)..  (Phoenix);  William  G.  Payne,  M I)  . 
(Tempe);  David  Pent.  M.D  . ( Phoenix);  Hermann  s Rhu.  Jr  . M.I)..  (tuc son); 
Paul  W,  Whitmore.  DO..  (Phoenix). 

MEDICAL  ECONOMICS:  Robert  P.  Purpura.  M I)..  Chairman  (Tucson); 
Richaid  S Armstrong.  M I)  , i I ucson);  Albert  C.  Asendorf.  M.D.,  (Phoenix); 
Chester  C Bennett,  M l).  (Phoenix);  Avi  Ben-Ora,  M.D..  (Scottsdale); 
Charles  M.  Bergschneider,  M.D  . (Scottsdale);  Arthur  M Brandt.  M.D  . 
(Tucson):  Sam  ( Colachis.  Jr..  M.I).  (Phoenix);  Charles  F.  Dalton.  M l).. 
(Phoenix);  George  I Hoffmann.  M.I)  , (Mesa);  Frederick  W Jensen.  Jr.. 
M.I),  (Phoenix);  John  F Kahle.  M.D  (Flagstaff);  Howard  N Kandell,  M.D  . 
(Phoenix);  Patrick  P Moraca.  M.D,  (Phoenix);  Paul  L.  Schnur,  MI). 
(Tucson);  George  Serbin.  M L)  . (Phoenix);  Richard  W Switzer.  M.D.. 
(Iucson).  Button  F Weissman.  M.D..  (Phoenix);  Reginald  J.  M.  Zeluff. 
MIL.  (Phoenix). 

MEDICAL  EDUCATION  Robert  F 1 Stark,  M l),  Chairman  (Phoenix); 
James  1 Brady,  Ji  . M I)  (Tucson);  Daniel  B Carroll.  M l),  (Phoenix); 
Melvin  L.  Cohen.  M.D  . (Phoenix);  George  D Comerci.  M.D..  (Tucson); 
David  | Crosby.  MI).  (Phoenix);  Kenneth  A.  Dregseth.  M.D.,  (Sierra 
Vista);  Francis  I Flood.  M.I)  . (Phoenix);  Harry  W Hale,  Jr..  M.D. 
(Phoenix)  Robert  F Hastings.  Jr  . M I)  . (Tucson);  M.  Wayne  Heine,  M l), 
(Tucson);  Raymond  J Jennett.  M.D.  (Phoenix);  Howard  N.  Kandell. 
M.D.,  (Phoenix);  Jack  M Layton,  M.D  (Tucson);  Laurence  R Mansur, 
M.D.,  (Safford);  William  1 Sheely,  MI).  (Phoenix);  Lawrence  Z Stern 
M.I)..  ( I ucson);  Jesse  W Lapp.  Jr  . M.D,  (Tucson);  Aston  B Taylor,  M.I)  . 
(Phoenix);  Albert  G.  Wagner,  M.D.  (Phoenix). 

OCCl  PAIIONAI.  HEALTH:  Joseph  M Hughes.  M.D.  Chairman,  (Phoenix); 
Floyd  K Beik,  M.I),  (Tucson);  Richard  Besserman,  M.D..  (Phoenix);  Earl 
M Best.  M l)  . (Phoenix);  Sheldon  Davidson,  M.D  . (Phoenix);  Walter 
\ Edwards,  M.D  . (Phoenix);  Robert  V Horan.  M I)  . (Morenci);  Robert  B 
Leonard.  M.D  . (Phoenix):  Florian  R Rabe.  M.D  (Scottsdale);  Eugene  J. 
Ryan.  M.I).  (Phoenix);  William  C Trier,  M.D.  (Tucson);  Maier  Tuchler. 
M.D  (Phcx*nix);  Willis  A.  Warner.  M.I).,  (Phoenix). 

PHYSICIAN  RF.HABI1.I  I A TION:  Richard  F H.  Duisberg,  M.I),  Chairman 
(Phoenix);  John  Bartness.  M.D.  (Phoenix);  Otto  L Bendheim.  M.D. 
(Phoenix);  William  F Bishop.  M.D..  (Globe);  John  T.  Clymer.  M l), 
(Tucson);  Donald  L.  Damstra.  M.D.  (Phoenix);  Bernard  M Ruhr.  M.D. 
(Tucson);  Laurence  M I.inkner.  M.D  . (Phoenix);  Walter  B.  Tomlinson. 
M.D.  (Elgin);  Karl  E.  Voldeng.  M.I),  (Phoenix);  Eleanor  A Waskow.  M.D. 
( Phoenix ). 


910  NOVEMBER  1975  • XXXII  • 11 


MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO 
THE  CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF 
ANY  MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL:  Robert  S.  Ganelin,  M I)..  Chairman.  (Phoenix);  Paul  M 
Bindelgas.  M I)  . (Phoenix);  Paul  B Borgeson.  M.D.,  (Phoenix);  John  A. 
Bruner.  MI)  .(Phoenix);  L.  Philip  Carter,  M.D.  (Phoenix);  James  L . Grobe. 
M I)  (Phoenix);  Joseph  W Hanss,  Jr..  M I)..  (Phoenix);  James  M Hurlev. 
M I)..  (Phoenix)  Helen  Johnson.  M I)  . (Tucson);  Laurence  M.  Linknei. 
M.D,.  (Phoenix).  William  G.  Payne.  M.D  . (Tempe):  Edward  Sauenspiel. 
M.D,.  (Phoenix);  Donald  I Schallei.  M.D,,  (Phoenix);  George  A Spendlovc. 
M I).,  (Phoenix);  Neil  O.  Ward.  M I)  . (Phoenix). 

PUBLIC  RELATIONS:  Selma  E Targovnik.  M D . Chairperson  (Phoenix); 
W.  David  Ben-Asher.  M.l).,(  I utsoni;  E.  Fredrick  Bloemker.  MI)..  ( Phoenix); 
J.  Walter  Brock.  M I)  . (Scottsdale):  Ronald  L.  Christ.  M I)..  (Yuma);  Julian 
DeV'ries.  (Phoenix);  Edward  B Grothaus.  M I)  , (Sierra  Vista;;  Robert  A. 
Johnson.  M.D  . (Phoenix);  Robert  F.  Kelling.  Si..  M.D  . (Ajo):  Irving  M. 
Pallin.  M.D  . (Sun  City);  William  Russell.  Jr..  M.D  . (Phoenix);  Morton  S. 
Thomas  III.  M I)  . (Wickenburg) 

PUBLISHING:  John  W Kennedy.  M.D  . Chairman,  (Phoenix);  Walter  V 
Edwards.  M l)  . ( Phoenix);  Gerald  Kaplan.  M.D  .( Phoenix);  George  Lastnic  k. 
M.D.  (Sun  City);  William  B McGrath.  MI)..  (Phoenix)  David  Pent. 
M.I)„  (Phoenix);  Michael  M.  Schreiher.  M.D  . (Tucson):  David  C H.  Sun. 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY:  Milton  S Dworin.  M l)  , Chairman.  (Tucson); 
Merrill  M.  Abeshaus.  M.D  . (Flagstaff);  Suresh  C Anand.  M.D  (Phoenix); 
Floyd  K Berk.  M.D  , (Tucson);  Thomas  E.  Bittkei.  M.D,  (Phoenix); 
W.  Scott  Chisholm,  M.D..  (Phoenix):  Vicent  A Fulginiti.  M l),  ( Tucson): 
Otto  Gambacorta.  M D.  (Tucson);  Jerome  Gerendasv.  M.D.  (Mesa); 
Laurence  M Haas.  M.I)  , (Tucson);  Timothy  R Harrington.  M D . 

(Phoenix);  Clifford  J Harris.  Jr.  M.D  . (Mesa);  Thomas  I Hartley.  M I)  . 

( Phoenix);  Wayne  H Heme,  M l)  . (Tucson);  Thomas  S.  Henry.  M.D.. 

(Flagstaff);  James  M.  Hurley.  M.I)  . (Phoenix);  Mark  M.  Kartchner.  M l)  . 

(Tucson);  Norman  N.  Komai.  M.D  . (Tucson);  Eugene  Leibsohn,  M.I)  . 
(Phoenix);  Philip  Levy.  M.D  . (Phoenix);  William  S.  Nevin.  M.D  . (Tucson); 
Neopito  L.  Robles.  M.D  , (Tucson);  Richard  A.  Silver.  M D . ( Tucson); 
Donald  P Speer.  M.D  . (Tucson);  Louis  s San.  M.D..  (Phoenix);  Wilbur  C. 
Voss,  M I)  . (T  ucson);  Donald  J.  Ziehm.  M.D  . (Phoenix). 


PINAL:  Paul  A.  Ros  boro  ugh,  M.I)..  President,  1195  N.  Arizona 
Bl\d..  Coolidge  85228;  Howard  Hyde,  M I)  . Sec)  . 1028 
E.  Florence  Blvd..  Casa  Grande,  AZ  85222. 

SANTA  CRUZ:  J.  S.  Gonzalez,  M.D..  President. P.O.  Box  1209. 
Nogales,  85621;  Charles  S.  Smith,  M.D  . Secy.  Box  1382. 
Nogales.  85621. 

YAVAPAI:  David  C.  Duncan.  M D . President.  801  Miller  Valley 
Rd.f  Prescott,  86301;  John  J.  Houston,  M.I)  , Secv.  542  N. 
Hassayampa  Dr..  Prescott.  85301 

Y DMA:  Dirk  Frauenfelder,  M.D..  President.  2211  S.  Avenue  A . 
Yuma  85364;  Elwood  L.  Schmidt.  M.D  . Secy.,  1812  8th 
Ave.,  Yuma  85361. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1975-76 

PRESIDENT  Mrs.  Howard  \\  Kimball  (Ella) 

111  W.  North  view.  Phoenix  85021 

PRESIDENT-ELECT  Mrs.  George  L Hoffmann  (Julie i 

540  Mesa  Vista  Lane.  Mesa  85203 

1ST  VICE  PRESIDENT  Mrs.  Joseph  Reno  (Maude) 

621  VV.  Beal  Rd..  Flagstaff  86001 

2ND  VICE  PRESIDFN  I Mis  Arnold  Hollander  (Carol) 

75745  Sabino  Vista  Dr.,  Tucson  85715 

RECORDING  SECY  Mrs.  Albert  Asendorf  (Donna) 

502  E.  Claremont  St..  Phoenix  85012 

TREASURER  Mrs.  Thurman  Leonard  (Ann) 

2261  L Glenn.  Tucson  85719 

DIRECTOR  1974-76 Mrs  Robert  Del ph  (Grace) 

600  Robin  Lane.  No.  21.  Yuma  85361 

DIRECTOR  1975-76 Mrs.  Raymond  Vaaler  (Ann) 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1975-76 

APACHE:  Daniel  L.  Neel,  M.D.,  President,  P.O.  Box  887,  Lake- 
side. 85929;  Robert  D.  Martin.  M.D,  Secy..  Prof.  Plaza  Bldg.. 
Pinetop,  85935. 

COCHISE:  John  C.  Conroy,  M.D.,  President.  Copper  Queen 
Hospital.  Bisbee,  85603;  Pedro  Mora,  M.D  . Secy.,  702 
Yuma  Trail.  Bisbee,  85603. 


3624  N.  54th  Court,  Phoenix  85018 

DIRECTOR  1975-77 Mis.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook.  Phoenix  85018 

CHAPLAIN Mis  Sam  M Mackoff  (Selma) 

5313  N.  23rd  St.  Phoenix.  85016 

CORRESP  SECV  Mrs.  Charles  Kalil  (V’lma) 

1300  E.  Missouri.  Phoenix  85011 

HISTORIAN Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Rd..  Prescott  86301 

PARLIAMEN  TARIAN Mrs.  Lewis  S.  Winter  (Jean) 

1714  E.  Rose  L.ane.  Phoenix  85016 


COCONINO:  John  B Jamison.  M.D..  President,  1355  N.  Beaver. 
Flagstaff,  86001;  Joseph  H.  Reno,  M.D..  Secy.  P.  O.  Box  310. 
Flagstaff.  86001. 

GILA:  Bert  Lambrecht.  M.D.,  President.  Box  777.  Miami.  85539: 
David  B Gilbert,  M.D.  Secy.,  P.O.  Box  1030.  Payson. 
85541. 

GRAHAM:  Dennis  Hess.  M.D..  President.  503  5th  Ave  . Safford. 
85546;  Laurence  R.  Mansur,  M.D.,  Secy.,  2016  W.  1 6th  St.. 
Safford,  85546. 

GREENLEE:  Lyle  H.  Boyea,  M.D.,  President.  Moreno  Hospital, 
Morenci.  85540;  Roberto  A.  Dinglasan,  M.D..  Secy..  Morenci 
Hospital,  85540. 

MARICOPA:  Walter  R.  Eicher,  M.D.,  President;  Max  L Wertz. 
M.D.,  Secy.  (Society  address:  2025  N.  Central  Ave..  Phoenix. 
85004). 

MOHAVE:  Joseph  McAndrew.  M.D.,  President.  P.O.  Box  1916, 
Lake  Havasu  City.  86403:  Earl  S.  Gilbert.  M.D..  Secv- 
Gen  Hospital.  86401. 

NAVAJO:  Robert  J.  Haley,  III.  M.D.,  President.  P.O.  Box  700. 
Holbrook,  86025;  Harry  Betkwith.  M.D.,  Secy.  East  2nd  & 
Colorado  Ave.,  Winslow.  86047. 

PIMA:  James  L.  Parsons,  M.D..  President;  Stuart  W.  Westfall. 
M.D.,  Secy.  (Society  address:  2655  East  Adams  St.,  Tucson 
85716. 


STANDING  AND  SPECIAL  COMMITTEES 

AMA-ERF Mrs.  Earl  Gilbert  (Vicki) 

3010  Van  Martin  Court.  Kingman  86401 

BYLAWS.  PROCEDURES.  GUIDELINES  Mrs  Paul  Jarrett  (Beverley) 

501  E.  Pasadena.  Phoenix.  85012 

COMMUNICATIONS Mrs.  Lynn  Newman  (Joyce) 

4531  VV  Sc  Ido  n I-anc.  Glendale  85302 

COMMUNITY  HEALT  H Mrs.  Gordon  Tekell  (Pat) 

1391  Gateway  Ave  . Yuma  85364 

CONVENTION Mrs.  Ronald  Johnson  ( Ierr\) 

532  VV.  Not  tin  tew.  Phoenix  85021 

FAMILY  HEALTH  Mrs.  Edward  Bryne-Quin  (Ruth) 

7081  E.  Opatas  Plate.  Tucson  85715 

FINANCF Mrs.  John  Hayes  (Shirley ) 

717  VV  El  Garni  no.  Phoenix  85021 

GEMS  Mrs.  Ronald  Kolkei  (Ruth) 

6211  Camino  Almonte.  1 ut  son  85718 

HAMER  EDUCATION  LOAN  FUND Mis  William  Bishtp  (Marion) 

21 1 VV  3rd.  Globe  85501 

HEALTH  EDUCATION  Mrs.  Charles  C Hedges.  Ji ..  (Dome) 

5227  E.  Fresno  Dr..  Phoenix  85018 

HEALTH  MANPOWE R Mrs  Luis  Tail  (Mary  Jo) 

3510  E.  Nila  Rd..  Paradise  Valley  85253 

HOS  TESS Mis.  Rex  Vaubel 

117  W Glenn  Dr..  Phoenix  85021 

INTERNATIONAL  HEA1  I H Mrs.  J.  O Soderstrom  (Juanua ) 

805  Preston  Heights  Di-  Prescoll  86301 

LEGISLATION Mrs.  John  A.  Ash  (Agnes) 

5818  N 3rd  Ave..  Phoenix  85013 

MEMBERSHIP  Mrs.  Joseph  Reno  (Maude) 

621  W Beal  Rd  . Flagstaff  86001 

PROGRAM  Mrs.  Arnod  Hollander  (Ciarol) 

7545  Sabino  Visia  Dr..  1 uison  85715 


ARIZONA  MEDICINE  911 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 

why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

™ PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE  • 
SCOTTSDALE,  ARIZONA  R5251  • 
(602)  945-9331 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone: 882-6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishki 1 1 , New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Emergency — our  business 


Air  Evac  — serving  all  Arizonans  - 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 


(602)  254-7150 


(c§ 


Samaritan  Health  Service 

Phoenix,  Arizona 
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4RIZONf\ 


The  all-color  holiday  issue 
is  on  sale  now  at  news- 
stands and  checkout 
counters  everywhere.  It’s 
75<t,  and  there’s  a free 
mailing  envelope  inside. 

Gift  subscriptions  are  $7 
per  year,  U.S.  and  posses- 
sions; $8  elsewhere. 

Send  check  or  money 
order  to:  Arizona  High- 
ways, 2039  West  Lewis, 
Phoenix,  AZ  85009.  Or 
phone  258-664 1.  We’ll 
mail  you  an  attractive 
card  which  you  can 
send  to  announce 
your  gift. 


ITIUOULDITT 
BE  THE  HOLIDAYS 
WITHOUT 

HRIZOnn  HIGHUinV5 


ArMA  offers  A NEW 

INSURANCE  FORM 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $ 1 .75  per  hundred 

To:  Arizona  Medical  Association 
8 1 0 West  Bethany  Home  Rd. 

Phoenix,  AZ  8501  3 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 


NAME  

Address  

Bill  me  Q Payment  Enclosed  □ 


PRIMARY  PHYSICIANS 
NEEDED 


• FULL  TIME  (Year  'Round) 

$40,000  GUARANTEE 
Plus  Percentage  Plus  Extras 

• FULL  TIME  (Winter  Months  Only) 

$3600  PER  MONTH 

• PART  TIME  (Walk  In  Clinic) 

3-4  Hours  Evenings 
Weekends  and  Holidays 
$22  per  hour  plus  percentage 


VELDA  ROSE  MEDICAL  CENTER 

5801  E.  Main,  Mesa,  Arizona 
Fred  A.  Obley,  M.D.  832-0500 


ARIZONA  MEDICINE  913 


Hledical  Center  K-^atf  and  Clinical  iakeratcrtf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster , M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent , Jr.,  M.D.,  Consultant  Pathologist 


a STrucTureD  proGraivi 

For  THE  PaTIEMT. 


Every  detail  for  the 

patient's  well-being 

is  carefully  planned 

x 

and  evaluated  in 

conjunction  with 

o 

his  personal  physician 

camelback  hospital 

5055  north  thirty-fourth  street 

phoenix,  arizona  85018 


• O 


A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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PULMONARY  FUNCTION  DIAGNOSTIC 

SERVICES 

An  Outpatient  Pulmonary  Function  Laboratory  Facility 
under  direction  of  pulmonary  specialists 

offering : 

• SPIROMETRY  (routine) 

• SPIROMETRY  (before  and  after  bronchodilator  therapy) 

• LUNG  VOLUMES 

•ARTERIAL  BLOOD  GASES  (at  rest  and  treadmill  exercise) 

Studies  may  be  scheduled  by  calling:  257-9195 

Address:  Suite  A-8 

1130  East  McDowell  Road 
Phoenix,  Az.  85006 
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Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


FREE  RADIO  EQUIPPED  DELIVERY 

<tfn  cottsdalc  call 
Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1 st  National  Bank 
Open  'til  10  p.m.  daily  — 9 p.m.  Sundays 


FREE  DELIVERY 

CALL 


IF  BUSY  CALL  252-1 57 3 


'<*{¥**9 

Sute  /920,t 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 
THE  7*222  STORE 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


Classified 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


mmmiim 

PORSCHE  I AUDI 


DAVE  NEAL 

SALES  & LEASING 


V*1  *40^ 

320  N.  CENTRAL  AVENUE 
PHOENIX,  ARIZONA  85004 
PHONE  (602)  253-1161 


Medical  Transcription 


MULLEN  MEDICAL  SERVICE,  INC. 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


For  Physicians  and 
Hospitals 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  327-7471 


At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


COLLECTION  PROBLEMS? 

$1.50  per  account  including  postage  will  get 
your  delinquents  to  pay.  Statistical  data  ac- 
cumulated since  1967,  indicates  that  50%  of 
the  dollar  volume  you  are  now  turning  in  for 
collection  will  pay  with  American  Billing  Corp 
mailers.  Call:  265-4729  or  write  to  4014  N. 
7th  Street,  Phoenix,  AZ  85014. 
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SHARE  M.D.  OFFICE 

Young  surgeon  has  contemporary  oversized 
office  designed  for  two  M.D.'s.  . . . Will  sub- 
leaie  remainder  for  low  volume  type  prac- 
tice in  another  specialty.  Shalimar  Medical 
Center,  Tempe,  in  view  of  Desert  Samaritan 
Hospital.  Call  838-3130. 


SEEKING  LOCATION 

Board  Certified  Radiologist  Arizona  License, 
seeks  opportunity  to  provide  part-time  or  tem- 
porary full-time  coverage  in  hospital  or  private 
practice.  Available  February  1976  in  Phoenix- 
Scottsdale  and  environs,  and  March  1976  in 
Tucson  and  environs.  Contact:  Milton  Dorfman- 
M.D.  at  his  office,  1617  N.  James  Street,  Rome, 
New  York  13440.  Phone  (315)  337-3660. 


-MESA- 

FOR  LEASE 

MEDICAL  OFFICES,  900  to  2600  Sq.  Ft.  5 blocks 
from  Mesa  Lutheran.  Starting  at  $450.00. 
Deluxe  Offices  prestige  area,  excellent  park- 
ing, long  or  short  term  leases  available. 

DRUG  STORE  OR  LAB,  ideally  situated  among 
(on  corner)  medical  and  dental  centers  near 
Mesa  Lutheran.  Great  for  small  drug  store  (900 
Sq.  Ft.),  Heading  aids,  eye  glasses,  labs,  etc. 
New  building,  good  plumbing,  owner  will 
partition  as  required.  Call  Jack  Jones,  834- 
8181  or  833-3999. 


SEEKING  LOCATION 

Urologists,  29,  completing  top  university  resi- 
dency, July  1976,  seeks  solo,  group,  or  part- 
nership. All  situations  considered.  Contact: 
Box  20,  Arizona  Medicine,  810  W.  Bethany 
Home  Road,  Phoenix,  AZ  85013. 


MEDICAL  TRANSCRIBING 

IBM  Correcting  Selectric  II 
Various  Types 
REASONABLE  RATES 
LILLIE  HARTSOE 

949-7092 


SEEKING  LOCATION 

Active  70  year  old  board  certified  internist 
wishes  employment  during  January,  February, 
March.  Special  interests  are  Thyroid,  Diabetes 
and  Executive  Type  Examinations.  Contact: 
Nelson  Taylor,  M.D.,  722  Notre  Dame  Avenue, 
Grosse  Pointe,  Michigan  48230. 


BEAUTIFUL  3.5-ACRE  ESTATE 

In  the  heart  of  Phoenix.  14  rooms,  6 bedrooms, 
indoor  heated  swimming  pool,  shake  roof, 
sunken  living  room,  terrazzo  and  flagstone 
floors,  fireplace.  50  fruit  trees,  greenhouse, 
irrigation  for  leisure  watering,  5 refrigerated 
apartments,  plenty  of  room  to  add  tennis  court 
and  horse  facilities.  Zoning:  R-3.  Home-occupa- 
tion — ideal  for  doctor  office-residence.  Room 
for  50  apartments.  For  information  and  ap- 
pointment to  see  this  unusual  property,  contact 
original  owner-contractor.  Mr.  Presmyk,  934- 
2171. 


FOR  LEASE 

Office  Space  for  Lease  — 1411  E.  University 
Drive,  Mesa,  Arizona.  Contact:  M.  H.  Coutu, 
M.D.,  521  1 York  Road,  Helena,  Montana  59601 
Phone:  406-227-5954. 
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LIFESAVING 
PARTNERSHIP. . . 
AGAINST 

CANCER  QUACKERY 


The  anguish  associated  with 
cancer  is  compounded  by  the 
cancer  quack.  False  hopes  — 
harmful  delays  — shattering 
expenses  — deceptive  diag- 
noses — loss  of  life  — these  are 
hazards  facing  the  cancer  pa- 
tient desperate  enough  to 
seek  a cancer  quack. 

The  problem:  how  to 
divert  the  patient  from  this 
tragic  encounter. 

As  medical  guide,  family 
counselor,  trusted  friend  — 
you,  doctor,  play  a major  role 
in  the  fight  against  cancer 
quackery. 

We  are  here  to  “partner” 
you. 

Our  National  Office  main- 
tains an  up-to-date  central 
clearing  house  for  materials 
on  unproven  methods  of 
cancer  diagnosis  and  treat- 
ment.This  is  a unique  opera- 
tion and  the  principal  source 
of  such  information  in  the 


country.  Its  services  are  widely 
used.  Hundreds  of  inquiries 
are  received  and  answered 
from  all  segments  of  the  com- 
munity, from  coast  to  coast. 

To  trigger  grass-roots  ac- 
tion, we  have  formulated  a 
model  State  Cancer  Remedy 
Act  designed  to  control  the 
promotion  and  sale  of 
unproven  methods  of  cancer 
management.  This  has  already 
inspired  nine  states  to  legis- 
late against  cancer  quackery 
— with  active  support  from 
the  medical  community.  Cop- 
ies of  the  model  act,  as  well 
as  copies  of  the  laws  in  effect, 
are  available  in  our  National 
and  Division  offices. 

In  these  actions  against 
cancer  quackery,  as  in  all  our 
efforts  against  cancer,  ours  is  a 
lifesaving  partnership. 

American 
Cancer 
Society  f. 
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Join  (he 

ARIZONA  MEDICAL  ASSOCIATION,  INC. 

Soulh  Pacific 

Adventure. 


DEPARTING  PHOENIX  ON  JANUARY 
$1398.00 

Come  with  us  this  winter  to 
New  Zealand . . . Australia . . . Tahiti. 

It’s  summer  Down  Under! 

Our  two-week  South  Pacific  Adventure  includes: 

• Direct  flights  via  chartered  World  Airways  jets 

• Deluxe  hotels  in  each  city 

• Complete  American  breakfasts  at  your  hotel 

• Gourmet  dinners  at  a selection 
of  the  finest  restaurants 

• Travel  Director  and  five 
hosts  always  available  to 
assist  you 

• Optional  sightseeing 
excursions  each  day 

• Plenty  of  time  for  shopping 

• Travel  arrangements  by  INTRAV 

All  this  can  be  yours  for  much 
less  than  the  round-trip  regular 
airfare.  It's  a value  you  can't 
match  anywhere. 

Space  is  limited.  In  order  to 
confirm  your  reservations,  complete 
the  coupon  and  mail  it  today! 


29,  1976 


A Non-Regimented  INTRAV  Deluxe  Adventure 

SEND  TO:  Arizona  Medical  Association,  Inc. 

810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 


Enclosed  is  my  check  for  $ , made  payable 

to  Manchester  Bank  Trust  Account— S.  P. 
Adventure.  ($100  per  person  as  deposit) 

name 


ADDRESS 
CITY 


STATE 
ZIP 


PHONE 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and / or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
mptoms,  she  is  a psychoneu- 
)tic  patient  with  severe 
ixiety.  But  according  to  the 
ascription  she  gives  of  her 
elings,  part  of  the  problem 
ay  sound  like  depression, 
his  is  because  her  problem, 
though  primarily  one  of  ex- 
:ssive  anxiety,  is  often  accom- 
inied  by  depressive  symptom- 
ology.  Valium  (diazepam) 
in  provide  relief  for  both— as 
e excessive  anxiety  is  re- 
ived. the  depressive  symp- 
ms  associated  with  it  are  also 
ten  relieved. 

There  are  other  advan- 
ges  in  using  Valium  for  the 
anagement  of  psychoneu- 
itic  anxiety  with  secondary 
:pressive  symptoms:  the 
■ychotherapeutic  effect  of 
alium  is  pronounced  and 
pid.  This  means  that  im- 
ovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


"Valium® 

(diazepam)  ^ 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


rveillance  because  of  their  predisposi- 
n to  habituation  and  dependence.  In 
sgnancy,  lactation  or  women  of  child- 
aring  age,  weigh  potential  benefit 
ainst  possible  hazard, 
scautions:  If  combined  with  other  psy- 
otropics  or  anticonvulsants,  consider 
refully  pharmacology  of  agents  em- 
)yed;  drugs  such  as  phenothiazines, 
rcotics,  barbiturates,  MAO  inhibitors 
d other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
tients  severely  depressed,  or  with  latent 
pression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 


Percodan 


□ oxycodone,  the  principal  ingredient 
of  Percodan,  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning  /IIs 
May  be  habit  forming),  0.38  mg,  oxycodone  terephthalate  (Warning  May  ( | 
behabitforn  ng),224mg. aspirin,  163 mg, phenacetin, and 32 mi  ■ 

See  Brief  Summary 


□ one  tablet  q. 6 h* 


*See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated. 


Each  yellow,  scored  tablet  contains  4.S0  mo.  oxycodone  HCI  (Warning:  May 
be  habit  forming).  0 38  mg.  oxycodone  terephthalate  (Warning  May  be 
habit  forming),  224  mg.  aspirin,  160  mg.  phenacetin.  and  32  mg.  caffeine. 
INDICATIONS:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  oxycodone,  aspirin,  phenac- 
etin or  caffeine. 

WARNINGS:  Drug  Dependence.  Oxycodone  can  produce  drug  dependence  of 
the  morphine  type  and,  therefore,  has  the  potential  for  being  abused . Psychic 
dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated 
administration  of  PERCODAN.  and  it  should  be  prescribed  and  adminis- 
tered with  the  same  degree  of  caution  appropriate  to  the  use  of  other  oral 
narcotic-containing  medications.  Like  other  narcotic-containing  medica- 
tions. PERCODAN  is  subject  to  the  Federal  Controlled  Substances  Act. 

Usage  in  ambulatory  patients;  Oxycodone  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potential  ly  hazardous  tasks 
such  as  driving  a car  or  operating  machinery.  The  patient  using  PERCOOAN 
should  be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  depressants:?aUen\$  teceivinq 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines.  other  tran- 
quilizers. sedative-hypnotics  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  PERCODAN  may  exhibit  an  additive  CNS  depression 
When  such  combined  therapy  is  contemplated,  the  dose  ot  one  or  both  agents 
should  be  reduced 

Usage  in  pregnancy  Sale  use  inpregnancy  has  not  been  established  relative 
to  possible  adverse  effects  on  fetal  development.  Theretore.  PERCODAN 
should  not  be  used  in  pregnant  women  unless,  in  the  ludgment  of  the  physi- 
cian. the  potential  benelits  outweigh  the  possible  hazards. 

Usage mchildren;  PERCOOAN  shouldnot  be  administered  to  childre- 
Salicylates  should  be  used  with  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities. 


PRECAOTIONS:  Head  injury  and  increased  intracranial  pressure:  The  respi- 
ratory depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebro- 
spinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  ol  head 
injury,  other  intracranial  lesions  or  a pre-existing  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  ob- 
scure the  clinical  course  ol  patients  with  bead  injuries 
Acute  abdominal  conditions:  The  administration  ot  PERCOOAN  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  in  patients  with 
acute  abdominal  conditions 

Special  risk  patients  PERCODAN  should  be  given  with  caution  to  certain 
patients  such  as  the  elderly  or  debilitated,  and  those  with  severe  impair- 
ment ot  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  and 
prostatic  hypertrophy  or  urethral  stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  exces- 
sive amounts  for  a long  time. 

ADVERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions 
include  light-headedness,  dizziness,  sedation,  nausea  and  vomiting.  Some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation  and 
pruritus 

OOSAGE  AND  ADMINISTRATION.  Dosage  should  be  adiusted  according 
to  the  severity  of  the  pain  and  the  response  of  the  patient.  It  may  occasion- 
ally he  necessary  to  exceed  the  usual  dosage  recommended  below  incases  of 
more  severe  pain  or  in  those  patients  who  have  become  tolerant  to  the  anal- 
gesic ettect  ol  narcotics.  The  usual  adult  dose  is  one  tablet  every  six  hours  as 
needed  for  pain. 

DRUG  INTERACTIONS:  TheCNS  depressant  effects  ol  PERCODAN  may  be 
additive  with  that  of  other  CNS  depressants.  See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  effect  of 
uricosuric  agents. 


MANAGEMENT  OF  OVERDOSAGE:  Signs  and  Symptoms:  Serious  over- 
dose with  PERCODAN  is  characterized  by  respiratory  depression,  extreme 
somnolence  progressing  to  stupor  or  coma,  skeletal  muscle  llaccidity.  cold 
and  clammy  skin,  and  sometimes  bradycardia  and  hypotension  In  severe 
overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and  death  may  occur 
The  ingestion  ol  very  large  amounts  of  PERCOOAN  may.  in  addition,  result 
in  acute  salicylate  intoxication. 

Treatment:  Primary  attention  should  be  given  to  the  reestablishment  of  ade- 
quate respiratory  exchange  through  provision  of  a patent  airway  and  the 
institution  of  assisted  or  controlled  ventilation.  The  narcotic  antagonists 
naloxone,  nalorphine  or  levallorphan  are  specilic  antidotes  against  respira- 
tory depression  which  may  result  from  overdosage  or  unusual  sensitivity  to 
narcotics,  including  oxycodone  Theretore. an  appropriate  dose  ot  one  ot  these 
antagonists  should  be  administered,  preferably  by  the  intravenous  route, 
simultaneously  with  efforts  at  respiratory  resuscitation.  Since  the  duration 
of  act  ion  ol  oxycodone  may  exceed  that  of  the  antagonist,  the  patient  should 
be  kept  under  continued  surveillance  and  repeated  doses  of  the  antagonist 
shouldbeadministeredasneededto  maintain  adequate  respiration 

An  antagonist  should  not  be  administered  in  the  absence  of  clinically 
significant  respiratory  or  cardiovascular  depression 

Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive  measures 
should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 

£ndo  Laborotories.lnc. 

Subsidiary  of  E I du  Pont  de  Nemours  & Co  (Inc  ) 
Garden  City  New  York  11530 
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Visiting  day  is  any  day 


Send  us  your  bookkeepers  and  medical 
assistants  any  working  day.  We'll 

familiarize  them  with  our  claims 
department.  Show  them  how  we 
' handle  the  claims  forms  they  fill 
out  — and  how  to  fill  them  out 
correctly  to  expedite  our  payments  to  you. 

For  your  benefit,  and  ours,  take 
advantage  of  our  standing  visitation  offer 
soon.  Just  call  your  Blue  Shield  professional 
relations  representative  at  279-4451  and 
schedule  your  tour. 

Visiting  day  any  day.  Another 
extra  from  the  leader. 


Blue  Shield 

of  Arizona 

©'Registered  Service  Mark  of  the  National  Association  of  Blue  Shield  Plans 


Famous  Fighters 


NEOSPORIN  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains  Aerosporin"  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3,5  mg  neomycin  base) 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx  ) 
foil  packets. 

INDICATIONS;  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in; 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surlace  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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When  you 
call  our  computer, 
it  talks  back. 


That’s  right.  It  answers 
in  a clear,  human  voice.  And 
tells  you,  step  by  step,  exactly 
how  to  record  a customer 
account  transaction.  Repeats 
itself  to  assure  accuracy.  Then 
gives  you  a total  balance  for 
final  verification. 

It’s  all  push-button 
easy,  because  it’s  all  done 
by  touch-tone  telephone. 

All  you  do  is  call  in  on  a 
special  Valley  Bank  number. 
And  have  a nice  little  chat 
with  our  talking  Accounts 
Management  computer. 

Something  else.  Imme- 
diately upon  cut-off  each 
month,  all  the  paper  work  is 
handled  automatically.  Item- 
ized customer  statements 
stuffed,  mailed  out.  Dupli- 


cates, recaps,  reports  sent 
to  you  promptly. 

So  if  you  average  over 
100  customer  statements  a 
month,  get  acquainted  with 
our  talking  computer.  We’ll 
introduce  you.  Just  call  us. 
In  Phoenix:  261-1666.  In 
Tucson:  792-7370. 


A touch-tone  phone  puts  you  in  touch. 


We  go  out  of  our  way  for  you. 
Valley  National  Bank 

More  than  150  offices  throughout  Arizona 
Deposits  insured  to  $40,000  by  Federal  Deposit  Insurance  Corporation 


George  E.  Richardson  Carl  T.  Kirchmaier,  M.D. 

PRESIDENT  MEDICAL  DIRECTOR 


MCIVS 


INSURANCE  COMPANY 


1337  North  First  St.,  Phoenix 


Your  united  Banker 
can  reduce  your  tax  bite. 


NO  PENSION/PROFIT 
SHARING  PLAN? 

if  you  work  but  are  not 
covered  by  a company 
pension/profit  sharing 
plan,  you  qualify  for  a 
tax  sheltered  United 
Bank  individual  Retire- 
ment Account  (IRA),  it 
lets  you  protect  up  to 
$1500  a year  from  the 
tax  man  until  you  retire.  An  IRA  plan  at  United  Bank  could 
reduce  your  annual  tax  by  several  hundred  dollars. 


United  Bankers  can  now  offer  you  two  tax  sheltered 
plans  to  cut  your  tax  bite  now. . . while  you  build 
retirement  security  for  the  future. 


SELF-EMPLOYED? 

if  you're  self-employed  you  could  qualify  for  a united  Bank 
Keogh  retirement  savings  plan,  it  lets  you  protect  up  to  $7500 
a year  from  income  tax  until  you  retire,  it  could  reduce  your 
annual  tax  bite  by  up  to  $3750  and  your  funds  can  be  invested 
in  a variety  of  ways. 

For  more  information  or  to  obtain  detailed  brochures,  contact 
any  united  Banker. 


ACT  BY  DECEMBER  31. 
The  Businessman's  Bank 


UNITED  BANK 

OF  ARIZONA 


An  affiliate  of  U|B  Financial  Corporation 
MEMBER  F.D.I.C. 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  he  an 
underlying  factor. 

Ctotdor 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


AUergyf 


* 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  relieve  stuffiness,  drip  and  congestion.* 


INDICATIONS 

Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences  — 

National  Research  Council  and/or 
other  information,  FDA  has  classified 
the  following  indications  as  lacking 
substantial  evidence  of  effectiveness 
as  a fixed  combination:  Dimetapp 
Extentabs  are  indicated  for  symptom- 
atic relief  of  allergic  manifestations  of 
upper  respiratory  illnesses,  such  as  the 
common  cold,  seasonal  allergies, 
sinusitis,  rhinitis,  conjunctivitis  and 
otitis.  In  these  cases  it  quickly  reduces 
inflammatory  edema,  nasal  congestion 
and  excessive  upper  respiratory  secre- 
tions, thereby  affording  relief  from 
nasal  stuffiness  and  postnasal  drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 


respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 

Dhnrtapp 

Dimetane®  (brompheniramine  maleate), 
12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


mines  should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress 
HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


A-HDOBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


when  pain  goes  on...  and  on...  and  on 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day’s pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  Va  grain  of  phenobarbital 
to  take  the  nervous  “edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Phenaphen  with  Codeine  No.  2.  3.  or  4 contains'  Phenobarbital  (Vi  gr  ).  16.2  mg,  (warning- 
may  be  habit  forming);  Aspirin  (2'A  gr  ),  162  0 mg  : Phenacetin  (3  gr  ).  194  0 mg  ; Codeine 
phosphate.  % gr.  (No.  2).  Va  gr.  (No.  3)  or  1 gr  (No.  4)  (warning;  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage: 
Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed; 
Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature, 

/JJj  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company.  Richmond.  Va. 
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Quality  protection 

Association  approved  & recommended 

1 . These  6 plans  were  especially  created  for  the  medical  profession 
under  the  auspices  of  The  Arizona  Medical  Association  as  a unique 
membership  service.  Approved  by  the  Medical  Economics 
Committee. 

2.  In  addition  to  excellence  of  coverage  there  is  supervision  and 
control  by  your  Association. 

3.  In  many  instances ...  a substantial  saving  in 
required  premiums. 

4.  Inquiries  may  be  directed  to  the  Association 
office  or  to  the  licensed  resident  agents. 

Charles  A.  deLeeuw  and  Assoc.  Ronald  Deitrich 
3424  N.  Central  Ave.  2030  E.  Broadway,  Suite  9 

Phoenix,  Az.  85012  Tucson,  Az.  85719 

248-8500  792-1020 


easy  to  take 


250-mg.  Pulvules' 


Oral  Suspension 

250  mg.  /5  ml. 
100  and  200-ml. 

sizes 


125  mg./5  ml 
60, 100,  and 
200-ml.  sizes 


Pediatric  Drops 


100  mg. /ml. 
10-ml.  size 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Original  Articles 


A COMPREHENSIVE  STATEWIDE 
APPROACH  TO  THE  SICK  DOCTOR 

STEPHEN  C.  SCHEIBER,  M.D. 


Traditionally  medicine  has  regarded  the  wel- 
fare of  the  patient  as  its  primary  concern  and 
obligation. 

As  long  as  the  doctor’s  image  protrayed  him 
struggling  through  the  night  in  horse-drawn 
buggy — to  sit  in  sad  and  impotent  contempla- 
tion at  the  bedside — all  seemed  well,  even  when 
it  wasn’t. 

The  quality  and  style  of  medicine  have 
changed.  The  quality  is  infinitely  better.  The 
style  is  questionable.  The  doctor’s  image  is  now 
of  a perfunctory  purveyor  of  an  annoying  battery 
of  technical  routines  who  dashes  away  in  his 
caddlac  to  play  golf. 

Both  of  the  above  “images”  are  distortions. 
But  one  thing  is  clear.  Medical  miracles  have 
become  so  commonplace  that  they  are  seen  as 
patients’  rights.  And  the  public  is  not  pleased. 
Indeed  it  is  disenchanted,  critical  and  even 
hostile. 

We  gain  little  to  deplore  the  injustice  of  this 
attitude  or  to  deprecate  the  attorneys  who  abet  it. 

We  must  correct  our  own  weakness  wherever 
possible.  One  of  these  involves  the  physician 
who  is  impaired  by  virtue  of  his  age,  illness  or 
behavior. 

We  must  outgrow  our  inborn  reluctance  to 
“squeal  on”  our  troubled  friends  or  colleagues. 
We  may  hesitate  to  be  “our  brothers’  keeper”  but 
we  cannot  meet  our  basic  ethical  and  traditional 
obligations  to  them  as  well  as  to  patients 
through  silence. 

The  Arizona  Medical  Association’s  Committee 
for  Physician  Rehabilitation  for  the  “Sick 
Doctor”  has  been  featured  twice  in  Arizona 

From.  Dept,  of  Psychiatry  . College  of  Medicine,  U of  A,  Tucson,  AZ 
85724 


Medicine  in  the  last  one  and  half  years.1  2 
Estimates  that  3-5%  of  practicing  physicians  are 
“functionally  and  professionally  impaired  to 
varying  degrees  by  alcoholism,  drug  dependency, 
mental,  physical,  and  aging  problems”  are 
similar  to  those  published  by  the  American 
Medical  Association’s  Council  on  Mental  Health. 
Considering  the  sources  of  data,  these  are 
probably  conservative  estimates  of  the  problem. 
Arizona  was  one  of  the  three  states  for  which  data 
was  available.  Statistics  were  based  on  an  eleven 
year  study  of  the  percentage  of  the  registered 
physicians  who  had  disciplinary  actions  brought 
against  them  by  the  State  Board  of  Medical 
Examiners  for  specific  conditions.  These  inc  lud- 
ed alcoholism:  3.2%;  drug  dependence:  1.7%;  and 
other  mental  disorders:  1 .3%3  In  order  that  these 
sick  physicians  were  brought  before  the  Board, 
they  must  have  had  grossly  aberrant  behavior 
and  thereby  represented  the  most  serious  prob- 
lems. 

The  Physician  Rehabilitation  Committee  is  an 
important  first  step  in  aiding  the  sick  physician. 
Multiple,  simultaneous  efforts  are  needed  to  not 
only  help  the  physician  with  severe  psychopath- 
ology, but  also  to  recognize  and  identify  early 
signs  and  symptoms  in  order  to  prevent  the 
suffering  incurred  from  the  progression  of 
mental  and  emotional  symptoms.  To  do  this, 
cooperation  and  coordination  are  necessary  on 
State  and  local  levels.  In  addition  to  the  State 
Board  of  Medical  Examiners  and  the  State  Medical 
Association,  group  practices,  local  hospitals, 
county  medical  societies,  spouses  of  physicians, 
families  of  physicians,  and  patients  can  all  be 
enlisted  to  help. 

EMOTIONAL  PROBLEMS  OF  PHYSICIANS 

In  addition  to  alcoholism  and  drug  depend- 
ence, both  of  which  can  be  viewed  as  manifesta- 
tions of  underlying  emotional  problems, 
depression  and  suicide,  and  bad  marriages  are 
reported  as  the  leading  emotional  problems  of 
physicians.  Greater  than  one-hundred  suicides  a 
year  are  listed  in  the  obituaries  in  the  Journal  of 
the  American  Medical  Association,  or  the  equiv- 
alent of  the  size  of  a graduating  class  of  medical 
students.  These  figures  again  probably  under- 
estimate the  true  incidence  since  many  suicides 
are  concealed  by  coroners  and  others  take  the 
form  of  “accidental”  deaths.  Physicians  are  twice 
as  suicide  prone  as  the  general  population.5  The 
most  common  cause  of  physician  suicides, 
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according  to  Freeman,  is  the  ignoring  of  or 
failure  to  recognize  depression.6 

Vaillant’s  controlled  study  revealed  that  47%  of 
physicians  have  bad  marriages.7  Modlin's  study 
of  physician  addicts  demonstrated  that  75%  have 
difficulties  with  sexual  relations.8  In  Evans’ 
study  of  emotionally  ill  wives  of  physicians,  the 
largest  problem  was  depression.  Of  those  pre- 
senting with  drug  overdoses,  over  half  were  given 
the  drug  by  their  physician  husbands.9  Accord- 
ing to  Taubman,  et  ah,  the  crisis  in  medical 
marriages  most  typically  takes  place  between  the 
fifth  and  twelfth  year.  In  their  study,  they  note, 
“medical  men  tend  to  take  their  wives  and 
children  for  granted,  saving  their  consciences 
with,  I work  so  hard  so  I can  give  them  a good 
home  and  a comfortable  life.’  ”10 

COMPREHENSIVE  STEPS  TOWARD 
PREVENTION 

Medicine  is  a high  risk  profession.  Part  of  the 
problem  is  that  physicians  tend  to  deny  patient- 
hood.11  We  hide  emotional  syndromes  from 
peers,  family,  and  ourselves.12  13  This  relates  to 
our  need  to  be  infallible,  immortal,  and  omnip- 
otent. This  is  reciprocally  reinforced  by  the 
expectations  many  patients  place  on  us.  Hence, 
we  cannot  rely  on  ourselves  exclusively  to 
measure  our  own  emotional  health.  Our  spouses 
can  be  a first  line  of  support.  This  is  possible  if 
our  marriages  are  not  strained  and/or  if  our 
spouse  is  not  emotionally  troubled. 

Spouses  should  be  encouraged  to  organize  at 
local  and  state  levels  to  form  “preserve  spouses 
clubs’’  as  Brosin  suggests.14  Such  clubs  can  be 
part  of  wives’  auxiliaries  at  hospitals,  local 
medical  societies,  specialty  societies,  and  state 
societies.  These  groups  should  be  encouraged  to 
discuss  the  problems  of  drugs,  alcohol,  depres- 
sion, marital  difficulties,  and  other  emotional 
problems  of  physicians.  They  should  be  encour- 
aged to  invite  experts  from  the  Physician 
Rehabilitation  Committee  or  other  sources  to 
discuss  these  issues.  In  turn,  spouses  should  learn 
how  to  initiate  steps  to  get  relief  when  they 
recognize  the  physician  spouse  is  troubled.  The 
recognition  of  early  signs  of  decompensation, 
namely,  a chaotic  professional  life  should  be 
stressed.12 

Secondly,  physicians  should  be  encouraged  to 
regularly  get  together  to  discuss  their  most 
difficult  patients  as  outlined  by  Balint.15  In  many 
cases  a psychiatric  consultant  can  aid  in  the 
process  of  dissecting  out  the  component  parts  of 
what  makes  certain  patients  difficult.  It  is  often 


these  patients,  variously  described  as  “demand- 
ing, pushy,  unappreciative,  foiling,  soiling, 
sucking,  insatiable,  draining,  seductive,  angry, 
threatening,  manipulative,  malingering,  or  just 
plain  crocks,  “who  tax  the  busy  doctor.  If  a 
physician  is  in  distress,  such  patients  add  to  his 
misery.  Such  group  discussions  can  diminish  an 
individual  physician’s  sense  of  isolation  as  he 
listens  to  other  physicians  with  similar  problem 
patients.  Ultimately,  the  group  can  work  toward 
understanding  these  patients  and  how-  to  help 
them.  In  the  process  the  physician’s  mental 
health  is  served  as  he  learns  to  cope  with  these 
patients.  Such  groups  can  modify  the  physician’s 
feelings  that  the  practice  of  medicine  is  dull, 
repetitive,  boring,  and  unrewarding. 

The  groups  for  discussing  most  difficult 
patients  can  be  formed  at  different  levels:  group 
practices,  specialty  groups,  or  as  hospital-based 
groups.  Demonstration  groups  can  be  conducted 
at  county  and  state  society  meetings. 

A third  means  of  prevention  is  education. 
Arizona  Medicine  could  publish  regular  sections 
on  the  emotional  health  of  physicians.  Such 
articles  could  elaborate  on  the  principal  prob- 
lems, highlighting  early  signs  of  illness,  and 
recommending  different  ways  to  deal  with  these 
problems.  The  state  and  local  medical  societies 
can  likewise  sponsor  regular  sessions  on  this 
important  issue  as  part  of  its  scientific  meetings. 
Again,  experts  from  the  Rehabilitation  Com- 
mittee could  be  invited  to  talk  and  listen. 

ROUTES  OF  REFERRALS 

In  addition  to  the  State  Rehabilitation  Com- 
mittee, group  practices,  hospitals,  and  county 
medical  societies  can  be  encouraged  to  have 
similar  committees  to  serve  as  confidential 
sources  for  people  to  go  to  in  order  to  identify 
sick  physicians  and,  in  turn,  to  counsel  the  sick 
physician.  In  addition  to  the  current  referral 
sources,  viz.,  physician’s  families,  professional 
colleagues,  hospitals,  county  medical  societies, 
and  the  Board  of  Medical  Examiners,  patients 
concerned  with  the  welfare  of  their  doctor  could 
register  their  observations  with  committees  in 
various  settings  through  appropriate  channels 
which  need  to  be  established.  It  is  imperative  that 
these  committees  not  have  disciplinary  powers 
but  serve  exclusively  to  try  to  help  sick 
physicians. 

EXPERT  HELP 

Once  problems  are  identified  and  the  members 
of  the  Rehabilitation  Committee  have  met  with 
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the  identified  sick  physician,  appropriate  refer- 
rals should  be  instituted.  The  treatment  of  the 
emotionally  sick  physician  must  be  conducted  by 
skilled  professionals  who  are  not  intimidated  by 
treating  a colleague  and  who  will  treat  the  sick 
physician  as  a suffering  patient,  not  as  a “V.I.P.” 
“Caretaker  physicians  sometimes  are  too  reject- 
ing, sometimes  too  casual,  sometimes  too  lenient, 
and  sometimes  they  share  too  much  of  the 
treatment  program  with  their  physician 
patients.’’16 

The  pain  and  suffering  from  inadequate 
treatment  was  spelled  out  by  a drug  dependent 
physician: 

“I  am  that  common  but  rarely  mentioned 
problem,  the  drug-addict  doctor.  Depending 
on  whom  you  talk  to,  I am  an  amoral  bum, 
an  ill-used  and  tragic  figure,  an  embarrass- 
ing statistic,  a blameless  sick  man,  or  a 
disgrace  to  the  profession.  Actually,  I am 
none  of  these  things  or  perhaps  a little  bit 
of  all  of  them,  but  eight  years  of  fighting 
the  problems  have  made  one  thing  discour- 
agingly  clear:  the  most  enlightened  medical 
profession  that  civilization  has  ever  known, 
in  the  wealthiest  country  in  history,  doesn’t 
know  how  to  treat  me,  and  really  doesn’t 
want  to  know.  The  profession  that  has  for 
generations  battled  to  keep  government 
from  intervening  between  the  doctor  and  his 
patient  is  content  to  let  a federal  tax  agency 
tell  it  what  to  prescribe  for  me.”17 
The  treatment  goal  for  the  alcohol  and  drug 
dependent  physician  is  total  abstinence  from  the 
toxic  agent,  therapy  to  help  find  a substitute  way 
of  living  to  replace  drugs,  frequently  includes 
marital  therapy,  and  rapid  rehabilitation  back  to 
work. 

The  physician’s  sick  spouse  needs  similar 
specialized  but  not  special  help.  Likewise,  his 
emotionally  disturbed  children  need  expert  care. 

RECOMMENDATIONS 

In  addition  to  comprehensive  measures  for 
prevention,  detection  and  treatment,  the  State 
Medical  Society  in  conjunction  with  the  State 
University  medical  school,  should  sponsor  on- 
going research  on  the  “sick  physician’’  and  his 
family.  Rather  than  rely  on  current  statistics,  the 
incidence  and  prevalence  of  problems  should  be 
studied,  varieties  of  approaches  explored  and 
evaluated,  and  expert  professionals  and  institu- 
tions identified  for  helping  with  emotional 
problems. 
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SEXUALITY 
AND  THE 
RETARDED 

MARGARET  S.  TENBRINCK,  M.D. 

Despite  the  current  liberalization  of  ideas,  the 
subject  of  sexuality  in  any  group  can  become 
very  emotional.  For  those  dealing  with  the 
retarded  it  becomes  a veritable  “hot  potato!"  The 
most  logical  approach  to  this  problem  is  to 
explore  the  subject  of  sexuality  in  general  and 
how  it  applies  to  the  retarded  in  particular. 

Before  doing  so  one  must  emphasize  that  “the 
mentally  retarded”  are  a very  heterogeneous 
group.  Currently,  by  the  American  Association 
on  Mental  Deficiency  Manual,1  all  individuals 
scoring  within  2 Standard  Deviations  below  the 
average  I.Q.  of  100  are  not  considered  retarded. 
On  the  Stanford-Binet  scale  from  I.Q.  69  up  is 
not  retarded.  Fully  85%  of  the  retarded  score 
between  2 and  3 standard  deviations  below 
normal  and  are  classified  as  mildly  retarded. 
These  represent  the  majority  of  the  group  with 
which  this  discussion  is  concerned. 

Freud2  aligned  childhood  with  natural  psycho- 
sexual  development.  He  defined  sexuality  as  the 
growth  of  love  for  self  and  others.  He  felt  the 
development  of  energies  was  destined  eventually 
for  adult  sexual  activity  and  overall  wholesome 
and  fruitful  productivity.  Each  child  goes 
through  the  stages:  oral,  anal,  phallic,  latency, 
and  genital. 

The  retardate  goes  through  the  same  stages,  but 
requires  more  time.  In  addition,  he  has  less 
tolerance  for  stress,  becomes  more  readily 
anxious,  has  weaker  ego  strength,  and  a poorer 
relationship  to  people  and  objects.  His  irregu- 
larities in  development  are  not  capricious,  but 
dependent  on  physical  and  psychological  con- 
siderations. Physically  he  may  have  a chromo- 
some abnormality,  inborn  error  of  metabolism, 
genetic  aberration,  or  cortical  insult.  His  psycho- 
logical problems  result  in  interference  because  of 
his  insufficient  ego,  indifference  to  his  environ- 
ment, environmental  deprivation,  inability  to 
shift  thinking,  and  lack  of  discrimination  of  self. 

From:  Central  Arizona  Child  Evaluation  Center.  1824  E.  McKinley 
St..  Phoenix.  AZ  85006 


During  adolescence  the  retardate  wants  to 
strengthen  his  sense  of  identity  by  dressing, 
looking,  and  sounding  like  the  others,  although 
he  may  see  himself  as  clumsy  and  awkward. 
Assuming  his  sex  role  comes  a few  years  later 
than  in  a normal  group  as  added  time  is 
necessary  for  him  to  attain  self-identification. 
Achieving  a measure  of  independence  is  always  a 
major  goal  for  the  retardate. 

Sexual  behavior  in  a group  of  84  male 
retardates  was  compared  to  a much  larger  control 
group  by  Dr.  Gebhard3  of  Indiana.  Masturbation 
after  puberty  occurred  with  equal  frequency,  or 
in  over  90%.  Orgasm  in  sleep  occurred  less 
frequently  and  with  later  onset  in  the  retarded. 
Premarital  petting  occurred  less  often  in  the 
retarded  group,  possibly  as  a result  of  institu- 
tionalization. Premarital  coitus  was  experienced 
by  61%,  less  than  in  the  control  group.  Of  interest, 
however,  is  the  fact  that  those  who  experienced 
this  did  so  three  years  earlier  than  the  controls. 
T his  is  attributed  to  poor  impulse  control  and 
failure  to  internalize  social  restraints.  There  was 
a high  incidence  of  incest.  Retardates  had  less 
coitus  with  prostitutes  than  the  controls.  Twenty- 
five  percent  of  the  retardates  had  marital  coitus. 
It  was  noted  that  at  the  time  of  the  study  three 
fourths  of  the  marriages  had  terminated.  The 
average  number  of  children  produced  was  1.4. 
Homosexual  activity  was  practiced  by  over  half 
the  retardates,  one  third  by  the  controls.  This 
also  is  felt  to  be  due  partly  to  institutionaliza- 
tion. Animal  contact  in  the  retardates  w'as 
comparable  to  that  of  rural  males  as  reported  by 
Kinsey.4  The  response  to  psychologial  sexual 
stimuli  was  different:  it  was  polarized  between 
the  extremes  of  strong  or  none.  With  two 
exceptions  the  retarded  group  had  sexual  know- 
ledge. The  mean  age  to  learn  about  coitus  was  10 
and  pregnancy  was  11.  Their  sex  information 
came  mostly  from  friends,  associates,  and  an 
occasional  parent.  No  teacher  or  clinician  had 
provided  any  sex  education.  The  especially 
retarded  had  less  sexual  activity  than  the  entire 
group  of  retardates  except  for  orgasm  in  sleep, 
the  one  activity  not  requiring  volition.  From  this 
study  we  can  conclude  that  there  is  a lot  of  sex 
activity  among  the  retarded,  and  the  need  for 
appropriate  sex  education  is  urgent. 

In  discussing  sex  education  for  the  retarded  Dr. 
Gordon5  of  Syracuse  lists  several  points.  Mastur- 
bation is  a normal  sex  expression,  all  direct 
sexual  behavior  should  be  in  private,  sexual 
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relations  may  lead  to  pregnancy,  and  unless  both 
partners  want  a baby  and  understand  the 
responsibilities,  contraception  should  be  prac- 
ticed. Adults  should  not  be  permitted  to  use 
children  sexually.  The  only  way  to  discourage 
homosexual  expression  is  to  risk  heterosexual 
expression.  In  the  final  analysis,  sexual  behavior 
between  consulting  adults  should  be  no  one 
else’s  business,  providing  there  is  little  risk  of 
bringing  an  unwanted  child  into  this  world. 
Consideration,  therefore,  has  to  be  given  to 
abortion  and  voluntary  sterilization.  He  feels 
that  the  key  to  the  question  is  not  if  it  is  moral, 
but  whether  it  is  damaging  to  the  individual  or 
society. 

The  effects  of  changing  sexuality  on  the  gene 
pool  depend  on  two  variables:  the  relative 
reproductive  rates  of  the  retarded  and  the  relative 
risks  of  retardation  among  the  offspring  of  each 
group.  T his  is  summarized  by  Doctors  Reed  and 
Anderson6  of  Dight  Institute.  (Table  I)  Of  their 
group,  those  with  I.Q.  of  70  or  below  produced 
the  lowest  average  number  of  children  (2.09) 
whereas  those  with  I.Q.  131  or  above  averaged 
the  highest  number  of  children  (2.98). 

Although  the  reproductive  rate  of  the  retarded 
is  lower,  the  relative  risks  of  retardation  in  the 


TABLE  I 

AVERAGE  NUMBER  OF  OFFSPRING  PER 
INDIVIDUAL  IN  RELATION  TO  I.Q. 
(Both  Married  and  LInmarried  Siblings  Included) 


I.Q.  Range 

Number  of 
Sibs  in 
Parental 
Generation 

Average 

Number 

of 

Offspring 

- 70 

106 

2.09 

7 1 - 85 

283 

2.30 

86  - 100 

1.010 

2.22 

101  - 115 

1,122 

2.20 

116  - 130 

376 

2. -19 

131  - 

■18 

2.98 

1'otal  Combined 
Sample 

2.9-15 

2.26 

offspring  are  much  higher.  (Figure  I)  When  both 
parents  were  retarded  the  mean  I.Q.  of  the 
childen  was  74;  when  only  one  parent  was 
retarded  the  mean  I.Q.  was  90.  On  the  other 
hand,  the  children  of  a large  control  group  of 
non-retarded  parents  had  a mean  I.Q.  of  107.  At 
present,  retarded  parents  produce  17%  of  all 
retarded  children. 

I'he  authors  conclude  that  the  right  to 
reproduce  can  be  defended  with  the  provison  that 
prospective  parents  must  have  sufficient  insight 
into  the  nature  of  sexuality  to  be  capable  of 


deliberate  and  responsible  consent. 

It  is  recognized7  that  mentally  retarded  parents 
need  more  support  from  social  services  than 
normal  parents  if  their  children  are  not  to  suffer 
from  environment  lack,  which  includes  stimu- 
lation, adequate  nutrition,  and  general  care.  In 
the  study  of  retardates  in  North  Ireland  over  half 
the  males  and  90%  of  the  females  were  considered 
to  make  a less  than  adequate  contribution  to 
running  the  home  and  providing  for  the  welfare 
of  the  children.  Dr.  Scally  concludes  that  the 


I.Q.  Ranges  of  7778  Children  with  Both,  One,  or 
Neither  Parent  Retarded 


Rel:  Reed.  SC  and  Andetson.  VI  Digit!  Institute  lot  Human 
Genetics  Univeisits  < >(  Minnesota. 
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majority  of  retardates  are  incapable  of  caring 
adequately  for  their  children. 

In  conclusion,  we  must  face  the  fact  squarely 
that  retarded  individuals  have  a highly  develop- 
ed sexuality.  They  deserve,  as  youngsters,  honest 
and  explicit  sex  education.  Those  responsible  for 
them  must  realize  that  more  of  their  marriages 
fail  than  succeed.  Children  born  to  unions  of  one 
or  both  retarded  parents  have  a good  chance  to  be 
retarded  and  a better  chance  not  to  have  an 
adequate  home  situation.  We,  as  physicians, 


have  a definite  responsibility  to  these  individu- 
als, their  families,  and  to  society  in  general. 
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DERMONT  W.  MELICK,  M.D. 

Dermont  W.  Melick,  M.D.,  author  of  this  ARMP  summary,  has  been 
coordinator  of  the  Arizona  Regional  Medical  Program  since  its 
inception  in  1967.  During  those  eight  years,  he  has  followed  closely 
the  ever-c  hanging  health  c are  delivery  system  at  both  federal  and  local 
level  He  holds,  at  the  present  time,  an  appointment  as  Associate  in 
the  Department  of  Family  and  Community  Medicine,  College  of 
Medicine,  University  of  Arizona,  having  relinquished  a previous 
appointment  as  a Professor  in  the  Department  of  Surgery.  Prior  to 
joining  the  College,  he  maintained  a prac  tice  in  Thoracic  Surgery  in 
Phoenix.  He  is  a past  president  of  both  the  Arizona  Medical 
Association  (1959)  and  Maricopa  County  Medical  Society  (1951). 

When  last  1 wrote  in  these  columns  (Dec., 
1974),  Regional  Medical  Programs  had  acquired 
something  in  common  with  the  Sonoran  Prong- 
horn, California  Condor  and  Bald  Eagle — all 
were  endangered  species. 

By  this  time  next  year,  RMPs  may  well  have 
taken  their  place  alongside  the  great  dodo  bird  of 
Mauritius  as  a throughly  extinct  species. 

The  demise  of  RMPs  after  less  than  a decade  of 
life  is  the  result  of  the  controversial  new  National 
Health  Planning  and  Resources  Development 
Act  of  1974  (PL  93-641).  While  legal  challenges, 
amendments  and  fresh  interpretations  still  await 
93-641,  the  act  today  is  the  health  law  of  the  land. 
Unless  further  changes  of  philosophy  and 
direction  occur,  the  new  law  will  be  implemen- 


ted in  at  least  some  sections  of  the  nation  during 
1976. 

As  most  of  you  know,  93-641  will  phase  out 
RMPs,  health  planning  councils  and  Hill- 
Burton  hospital  construction  programs  in  favor 
of  a network  of  Health  Systems  Agencies.  The 
law  authorizes  a $1  billion,  3-year  program 
which  will  both  plan  and  carry  out  health 
activities.  As  a result,  the  Arizona  Regional 
Medical  Program  is  now  moving  into  a transi- 
tional state  so  that  the  transfer  to  HSAs  can  be 
accomplished  with  the  least  possible  lost  momen- 
tum. We  are  especially  concerned  that  vital 
programs  fostered  by  ARMP  be  sustained  during 
the  transition  programs  such  as  our  health 
services  sites  development  and  medical  man- 
power recruitment  activities,  the  latter  having 
been  developed  in  close  cooperation  with  the 
Arizona  Medical  Association.  We  are  also  con- 
cerned with  marshalling  what  we  have  pains- 
takingly learned  about  the  development  of 
health  programs  in  Arizona,  so  that  successor 
agencies  can  profit  from  our  successes  and 
failures.  And,  finally,  in  the  face  of  substantial 
uncertainty  as  to  the  timetable,  funding  and 
ultimate  form  of  HSAs,  we  are  concerned  with 
maintaining  liaison  with  all  programs  to  which 
we  have  given  our  financial,  professional  and 
technical  support. 

In  this  time  of  transition,  it  is  historically 
important  to  ask,  “How  did  we  arrive  at  this  new 
law?  What  have  RMPs,  specifically  in  Arizona, 
accomplished  in  the  last  10  years?  What  have  we 
learned  that  should  be  communicated  to  those 
who  follow?’’ 

Perhaps  we  cannot  fully  answer  those  ques- 
tions here,  but  a general  summation  does  seem 
in  order. 
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THE  BEGINNING 

Since  we  are  dealing  with  a species  that  has 
existed  for  only  a decade,  we  can  easily  recon- 
struct how  the  creature  was  conceived.  Lyndon 
B.  Johnson  was  President  and  the  year  was  1965. 
President  Johnson  conj  ured  up  the  Great  Society, 
engineered  the  passage  by  Congress  of  the 
Medicare/Medicaid  law  and,  shortly  thereafter, 
gained  passage  of  PL  89-239  which  gave  birth  to 
Regional  Medical  Programs. 

However,  the  arrival  of  the  infant  was  not 
greeted  with  uniform  good  cheer  by  the  assembled 
aunts  and  uncles.  There  was  great  concern 
among  the  medical  profession  that  this  infant 
might  grow  up  to  be  totally  unmanageable. 
Some  saw  in  RMPs  a definite  step  to  accelerate 
the  movement  toward  socialized  medicine.  From 
this  concern  came  medical  society  involvement, 
primarily  through  the  willingness  of  some 
physicians  to  accept  administrative  positions 
with  Regional  Medical  Programs,  thereby  exert- 
ing medical  leadership  which  could  help  avert 
further  acceleration  of  the  movement. 

The  leadership  of  physicians  as  RMP  co- 
ordinators was  spotty  but  fairly  effective.  In 
general,  their  influence  lasted  for  the  first  five 
years  of  the  program.  At  that  point,  a number  of 
the  older  coordinators  retired  and  others  re- 
signed, disenchanted  and  slightly  queasy  from 
the  roller-coaster  changes  in  goals  and  objectives 
emanating  from  Washington.  Eventually,  RMPs 
were  crippled  by  a series  of  changes  in  the  law 
itself — from  89-239  through  91-215  to  the  new 
93-641. 

Of  course,  RMPs  were  but  part  of  the  federal 
government’s  long,  erratic  quest  “to  achieve 
equal  access  to  quality  health  care  at  reasonable 
cost”.  For  40  years,  beginning  with  Title  V of  the 
Social  Security  Act  of  1935,  federally-supported 
medical  care  programs  have  been  burgeoning.  In 
1939-40,  a strong  push  for  national  health 
insurance  (the  Wagner,  Murray,  Dingell  bill) 
was  sidetracked  by  U.S.  involvement  in  World 
War  II.  In  1946,  the  concept  of  federal-state 
cooperation  and  joint  funding  of  planning 
efforts  was  introduced  with  the  Hill-Burton  Act 
that  provided  for  a massive  hospital  building 
program. 

In  1963-64,  the  Kennedy  Administration 
amended  the  Social  Security  Act  creating  com- 
prehensive health  care  programs  for  mothers  and 
infants,  children  and  youth,  especially  in  inner 
cities.  The  Johnson  Administration  approv- 
ed the  Comprehensive  Health  Planning  Act  in 


1966,  commonly  known  as  the  “Partnership  in 
Health”  Act. 

When  89-239  (the  RMP  bill)  was  enacted,  it 
was  launched  as  a heart,  stroke  and  cancer  pro- 
gram following  study  by  a special  commission 
under  the  chairmanship  of  Michael  DeBakey, 
M.D.  The  original  legislation  put  together  by 
Congress  followed  closely  the  commission’s 
recommendations.  But  the  recommendations 
were  anathema  to  the  medical  profession  which 
saw  in  them  socialized  medicine  in  disguise. 
Resulting  protests,  led  by  the  American  Medical 
Association,  resulted  in  a completely  revised 
bill  that  retained  but  three  lines  of  the  original 
measure.  The  legislation  still  dealt  with  heart, 
stroke  and  cancer  but  deleted  the  idea  of  treat- 
ment centers  and  contained  a reassurance  that 
implementation  of  the  law  would  not  interfere 
with  the  usual  and  customary  practice  of 
medicine. 

After  four  or  five  years,  it  became  evident  that 
knowledge  and  technology,  no  matter  how' 
sophisticated,  was  of  little  avail  if  the  patient  had 
difficulty  in  entering  the  health  care  system  in 
the  first  place.  The  original  concept  that  new 
scientific  information  on  heart,  stroke  and  cancer 
at  the  major  medical  centers  be  disseminated 
quickly  to  all  parts  of  the  region  therefore  fell  by 
the  wayside.  With  the  revision  of  the  RMP  law'  to 
91-515,  the  mission  of  RMPs  shifted  from 
categorical  disease  resource  development  to  a 
broader  one  of  developing  resources  in  preven- 
tion, rehabilitation,  primary  health  care  and 
improvement  of  the  health  care  delivery  system 
generally.  Some  unkind  critics  said  the  new  law 
also  made  RMPs  a “program  in  search  of  a 
mission”.  As  time  passed,  ever  greater  emphasis 
was  given  to  the  problems  of  medically-under- 
served  areas  and  the  development  of  primary 
health  care  facilities,  together  with  recruitment 
of  medical  manpower  into  these  same  areas. 

MEANWHILE,  IN  ARIZONA  . . . 

So  much  for  federal  history.  What  of  Arizona’s 
role  in  the  RMP  process?  In  early  1966,  Dr. 
Merlin  K.  DuVal,  dean  of  the  newly-created 
College  of  medicine.  University  of  Arizona, 
approached  the  Arizona  Medical  Association  to 
solicit  cosponsorship  of  an  Arizona  RMP.  The 
language  of  the  law  itself  virtually  required  that 
the  Medical  School  become  involved.  Likewise, 
state  medical  associations  were  being  encouraged 
by  the  AMA  to  assume  a leadership  role  in 
formulating  RMPs,  in  view  of  the  medical 
profession’s  concern  at  the  national  level.  ArMA 
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did  not  undertake  cosponsorship  at  that  time. 
Meanwhile,  rumors  escalated  as  to  groups,  both 
within  and  outside  the  state,  who  might  seek  to 
organize  an  RMP  serving  Arizona.  Accordingly, 
Governor  Goddard  was  urged  to  appoint  a 
steering  committee  to  make  recommendations  as 
to  how  PL  89-239  might  be  implemented.  Such  a 
committee  was  named  in  mid-1966  and  as  a 
result  of  its  deliberations,  ARMP  was  duly 
established  in  conjunction  with  the  College  of 
Medicine.  Due  to  the  fact  that  it  was  a 
health-oriented  program,  ARMP  was  given 
division  status  in  the  college.  There  followed  a 
search  for  a coordinator.  After  much  intro- 
spection and  fact-gathering,  this  writer  accepted 
the  position  in  September,  1967,  and  with  it  the 
first  full  professorial  appointment  in  the  new 
Department  of  Surgery.  (I  might  add,  paren- 
thetically, that  this  decision  was  arrived  at  with 
great  difficulty,  involving  as  it  did  the  relinquish- 
ment of  an  ongoing  Thoracic  Surgical  practice 
in  Phoenix  and  a family  move  to  a new 
community  after  22  years  in  Phoenix.) 

Tucson  was  selected  as  the  site  for  the  primary 
ARMP  office  due  to  the  working  relationship 
with  the  College  of  Medicine.  Satellite  offices 
were  maintained  in  Phoenix,  and  for  a period  of 
time,  in  Flagstaff.  Today,  only  the  Tucson  office 
is  maintained  in  view  of  limited  funding  and 
future  prospects.  From  initial  office  space  at  the 
College  of  Medicine,  ARMP  succeeded  to  a series 
of  larger  offices  in  the  Tucson  business  com- 
munity, ultimately  locating  at  5725  East  Fifth 
Street. 

Since  1967,  ARMP  has  administered  more  than 
$6.5  million  dollars  in  federal  RMP  funds 
allocated  to  Arizona  to  provide  major  assistance 
in  developing  needed  local  health  services.  This 
has  included  direct  grants  and  contracts  as  well 
as  professional  and  technical  assistance.  These 
funds  and  services  have  been  available  to  private, 
non-profit  and  or  governmental  organizations 
working  together  in  ARMP’s  priority  areas. 

During  this  period  the  funding  and  staffing  of 
ARMP  rose  and  fell  with  the  changing  tides  of 
obfuscation  in  Washington.  RMPs  performed 
many  high-wire  balancing  acts,  without  benefit 
of  nets,  during  these  years.  Two  of  the  major 
shifts  occurred  in  1970  when  91-515  heavily 
amended  ARMP’s  mission  and  in  1973  when 
RMP  funds  were  impounded  by  the  Admin- 
istration, causing  almost  total  phase-out  of 
ARMP  activities,  in  an  effort  to  terminate  RMPs. 
Court-ordered  release  of  funds  subsequently 


enabled  ARMP  to  begin  rebuilding  programs 
and  staff,  only  to  be  brought  up  short  by  the  new 
law  establishing  successor  agencies. 

Even  while  grappling  with  these  moving 
roadblocks,  ARMP  successfully  pursued  a wide 
range  of  priority  health  needs  in  a state  where 
time,  distance  and  limited  resources  make  ready 
availability  of  health  care  for  all  residents 
difficult  at  best.  Space  precludes  detailing  each 
and  every  program  to  which  ARMP  funds  or 
manpower  were  directed;  however,  certain  pro- 
grams of  major  importance  deserve  special 
attention. 

THE  ORGANIZATION 

Before  summarizing  these  programs,  it  should 
be  noted  that  ARMP  staff  was  developed  around 
health  systems  specialists  who  brought  high 
technical  knowledge  and  broad  community  ex- 
perience to  their  tasks.  The  core  staff  in  Tucson 
provided  administrative  control,  business  and 
fiscal  management,  public  information,  project 
liaison  and  support  personnel.  The  Tucson  office 
also  provided  conference  rooms  for  the  pro- 
gram’s functional  and  technical  review  com- 
mittees and  Regional  Advisory  Group  to  ARMP. 

In  addition  to  the  coordinator  and  staff, 
ARMP  has  been  guided  over  the  years  by  the 
aforementioned  Regional  Advisory  Group,  an 
18-member  advisory  board  recently  expanded  to 
21.  This  board,  composed  of  health  professionals 
and  concerned  citizens,  has  been  invaluable  for 
its  contributions  to  the  program.  The  original 
RMP  law  specified  that  “an  applicant  (region) 
for  a planning  grant  must  designate  a Regional 
Advisory  Group’’  to  provide  advice,  approve 
applications  for  RMP  projects  and  provide 
continuing  review  and  evaluation  of  planning 
and  operations.  Arizona’s  RAG  has  drawn  its 
membership  from  many  groups  representative  of 
major  health  interests,  plus  individuals  appoint- 
ed at-large.  The  group  was  ably  chaired  for  many 
years  by  Richard  O.  Flynn,  M.D.,  now  a state 
representative,  and  most  recently  by  George  E. 
Bock,  M.D.,  a board  qualified  Internist  and 
Indian  Health  Service  official.  The  ARMP 
coordinator  served  as  secretary  and  ex-officio 
member  of  the  RAG. 

It  should  be  emphasized  that  activities  and 
expenditures  were  never  made  in  isolation  by 
ARMP  staff.  Needs  were  identified  and  followed 
by  laborious  and  meticulous  planning.  Only 
then  was  a program  presented  to  the  RAG  for 
review  and  consideration.  The  RAG  either 
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encouraged  or  discouraged  projects  and,  in 
certain  instances,  exercised  the  right  to  veto 
projects.  If  an  existing  program  was  not  ful- 
filling its  objectives  and  failing  in  progress 
tow'ard  a stated  goal,  the  RAG  simply  expressed 
their  displeasure  and  the  program  was  either 
terminated  or  altered  to  meet  the  criticism.  To 
interrupt  a program  in  mid-flight  proved  to  be 
traumatic,  but  nevertheless  necessary  if  integrity 
was  to  be  maintained.  I know  of  no  program  that 
was  perpetuated  simply  on  the  basis  of  “saving 
face”. 

Final  judgment  of  all  projects  took  place 
before  the  National  Advisory  Council  in  Wash- 
ington which  evaluated  the  project  against  the 
guidelines  approved.  Before  reaching  the  coun- 
cil, each  project  was  given  a preliminary  review' 
by  the  National  Review  Committee  and  staff 
personnel  in  the  Division  of  Regional  Medical 
Programs,  HEW. 

When  this  approval  w'as  received,  the  RAG 
then  made  final  allocation  of  funds.  This 
resulted  in  a priority  listing  being  established, 
based  on  the  availability  of  money.  To  this 
priority  listing  the  ARMP  staff  adhered  without 
deviation. 

EARLY  PROGRAMS 

In  assessing  ARMP  activities,  we  might  well 
begin  with  two  of  our  oldest  continuing  projects. 
These  are  continuing  education  for  health 
professionals  and  development  of  a health  data 
base  for  valid  health  planning.  Both  programs 
persevered  through  the  years  and  continue  to  be 
two  of  the  major  health  needs  in  the  state. 

Continuing  education  was  provided  with 
ARMP  assistance  through  a variety  of  mechan- 
isms over  the  years.  One  mechanism  was  a series 
of  workshops  and  symposia  conducted  through- 
out the  state  by  traveling  teams  of  instructors. 
Supplementing  classroom  instruction  wras  an 
ARMP  teaching  equipment  loan  program.  This 
included  such  diverse  equipment  as  film  cart- 
ridge projectors  which  condense  three  hours  of 
reading  into  25  minutes  of  learning;  video  tape 
training  equipment  for  hospital  personnel; 
training  materials  for  emergency  cardio-pulmon- 
ary  resuscitation  and  first-aid  classes;  a “Dial-A- 
Tape”  system  of  taped  information  available  to 
physicians  by  telephone  24  hours  a day,  and  a 
network  of  medical  libraries  to  speed  delivery  of 
literature  to  physicians  anywhere  in  the  state. 

Several  years  ago  these  continuing  education 
services  were  integrated  into  a program  of 


Continuing  Education  Service  Areas,  called 
CESA.  In  cooperation  with  25  state  and  many 
local  organizations,  CESA  offered  basic  and 
continuing  education  for  both  providers  and 
recipients  of  health  care.  In  1974,  the  responsi- 
bility for  this  most  successful  educational  pro- 
gram was  accepted  by  Dr.  DuVal  in  his  capacity 
as  VP  for  Health  Sciences,  College  of  Medicine. 
Under  the  guidance  of  Dr.  David  Wayne  Smith 
and  Dr.  John  Condon,  the  program  continues  to 
provide  many  valuable  training  and  educational 
opportunities  for  health  professionals  in  all 
sections  of  the  state. 

It  should  be  mentioned  that  the  CESA  concept 
was  developed  by  two  of  ARMP’s  most  capable 
staffers,  Mrs.  Mary  Opal  Wolanin  and  Miss 
Margaret  Knapp,  both  RNs  of  outstanding 
ability. 

The  other  major  initial  project,  development 
of  a health  data  base,  has  been  slow  in  coming. 
Only  with  an  exhaustive,  thorough  data  base, 
made  available  via  a health  information  center, 
can  valid  health  planning  be  achieved. Much  of 
the  pioneering  effort  can  be  credited  to  Alan 
Humphrey,  Ph.D.,  who  served  ARMP  as  bio- 
statistician. His  work  resulted  in  a large  volume 
of  worthwhile  statistics  being  gathered  and  a 
basic  groundwork  laid  for  what  eventually  must 
follow.  His  work  also  has  helped  point  the  way 
toward  a centralized  health  information  center  as 
the  financial  responsibility  of  the  Legislature. 

An  effective  data  system  will  only  be  fulfilled 
in  finality  if  the  Department  of  Health  Services 
accepts  the  responsiblity  for  the  organization  of  a 
proper  health  information  center.  Such  action 
was  well  along  the  road  to  fulfillment  when  the 
Legislature  restructured  the  State  Health  Depart- 
ment under  the  umbrella  of  a new'  Department  of 
Health  Services,  during  which  the  statistical 
project  was  sidetracked.  There  is  encouraging 
evidence  of  interest  for  renew'al  of  action.  Our 
hope  is  that  the  work  heretofore  accomplished 
w'ill  not  go  unused. 

A third  early  program  and  probably  the  most 
successful,  long-range  productive  effort  in 
ARMP  history  is  the  pulmonary  disease  pro- 
gram. With  the  aid  of  specially-earmarked 
federal  funds,  ARMP  established  this  as  its  first 
active  program  in  1967.  It  was  developed  with 
the  valuable  advice  and  cooperation  of  Dr. 
Benjamin  Burrows,  a well-known  pulmonary 
disease  clinician,  w'ho,  in  1967,  had  just  been 
named  division  head  in  the  College’s  Division  of 
Respiratory  Diseases,  Dept,  of  Internal  Medicine. 
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The  program  is  designed  to  improve  local 
hospital  expertise  in  handling  pulmonary  prob- 
lems and  includes  on-site  teaching  consultation 
visits,  preceptor-type  training  sessions  and  a 
computer-linked  method  of  analyzing  spiro- 
metric  and  blood  gas  data  whereby  moderate- 
sized hospitals  are  connected  via  computer  to  the 
University  of  Arizona  Medical  Center.  ARMP 
believes  this  chronic  pulmonary  disease  program 
has  resulted  in  community  physicians  and  nurses 
acquiring  insight  and  an  expanded  capability  for 
caring  for  patients  with  pulmonary  problems. 

Among  the  other  early  major  programs  devel- 
oped by  ARMP  was  ECHO  (Evidence  for 
Community  Health  Organization).  ARMP  facil- 
itated introduction  of  the  ECHO  concept  in  1970 
and  continued  to  provide  consultation  and 
resources  for  several  years.  ECHO  fell  victim  to 
the  1973  RMP  phase-out. 

In  conjunction  with  14  health  organizations 
across  the  state,  ARMP  also  developed  a compre- 
hensive renal  disease  program  to  ease  the 
suffering  and  financial  burden  of  those  afflicted. 
Linder  initial  ARMP  funding,  kidney  dialysis 
centers  were  established  in  Phoenix  and  Tucson, 
providing  continuing  dialyses  numbered  in  the 
thousands.  The  program  also  helped  establish  a 
kidney  donor  program  under  which  technical 
and  transportation  support  systems  have  become 
fully  operational. 

RECENT  AND  CURRENT  PROGRAMS 

In  recent  years,  ARMP  has  placed  increasing 
emphasis  on  improving  the  plight  of  residents  in 
many  Arizona  communities  where  medical  ser- 
vices are  limited  or  totally  nonexistent.  This 
includes  helping  communities  establish  health 
services  sites  and  obtaining  suitable  medical 
manpower — doctors,  physicians’  assistants  and 
nurse  practitioners.  This  program  of  extending 
health  services  sites  is  currently  involved  with  12 
communities,  mostly  rural,  in  9 counties.  All  were 
identified  as  medically-underserved.  The  pro- 
grams are  as  diverse  as  the  communities.  Each  is 
tailored  to  community  needs  with  ARMP  pro- 
viding grants  for  buildings  and  equipment  plus 
professional  and  technical  help  to  the  commun- 
ity in  organizing  and  identifying  their  problems. 

Working  in  cooperation  with  the  Arizona 
Medical  Association,  ARMP  also  has  helped  to 
match  available  manpower  to  needy  communi- 
ties. To  date,  37  site  visits  have  been  made  to 
communities  in  severe  need  by  19  medical 


professionals  as  well  as  residents  in  the  Depart- 
ment of  Family  Practice  at  the  Medical  School. 
From  these  visits  eight  professionals  have  been 
placed  and  placement  of  others  is  expected  soon. 

Recognition  of  Arizona’s  accomplishments  in 
this  most  difficult  health  field  was  evident  in  an 
invitation  to  present  the  ARMP  program  at  a 
recent  national  conference  of  RMP  coordinators. 
One  of  our  prime  goals  during  the  transition 
period  ahead  is  to  assure  the  continuation  of  this 
vital  program  regardless  of  those  delays  that 
seem  inevitable  in  HSA  implementation. 

Other  current  programs  which  enjoy  ARMP 
continued  funding  for  fiscal  1976  are: 

• Pilot  Arthritis  Project  which  is  creating  a 
network  of  diagnostic,  treatment  and  rehabili- 
tation services  for  arthritis  patients  and  their 
families  with  emphasis  on  rural  areas.  Now  in  its 
second  year,  the  program  is  expanding  from  the 
original  six  southeast  Arizona  counties  to  nor- 
thern Arizona  as  well.  More  than  2,000  patients, 
family  members  and  health  professionals  were 
served  during  the  first  year. 

• Strep  Control  Program  in  Santa  Cruz 
County,  a demonstration  project  that  includes 
bacterial  culturing  of  5,500  school  children, 
establishment  of  a strep  detection  laboratory  in 
Nogales,  county-wide  public  and  professional 
education  efforts  and  development  of  low-cost 
treatment  services.  The  program  is  now  in  its 
second  year. 

• Demonstration  Dental  Program,  also  in 
Santa  Cruz  County,  includes  screening  of  school 
children,  diagnosis  and  treatment  of  dental 
problems  in  children  and  an  extensive  county- 
wide dental  hygiene  effort.  A local  dentist  and 
other  health  leaders  have  taken  an  active  role  in 
developing  the  program.  ARMP  funds  have 
provided  diagnostic  equipment  and  services  of  a 
dental  educator. 

•Self-Provider  Program,  known  as  Project 
Well  Aware  About  Health,  is  a health  educa- 
tion effort  sponsored  by  the  Cooperative 
Extension  Service  of  the  U of  A College  of 
Agriculture  with  the  aid  of  an  ARMP  second- 
year  grant.  The  program  offers  a vitally-needed 
health  screening  and  personally-relevant  health 
education  program  to  adults  living  in  small 
rural  Arizona  communities.  The  program  is 
carried  out  with  the  help  of  the  College  of 
Agriculture  Extension  network  of  faculty  and 
county  offices.  Based  on  the  concept  of  pro- 
spective medicine,  Project  Well  Aware  blends 
physical  testing,  medical  history  taking,  health 
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education  and  community  involvement  in  an 
attempt  to  provide  adults  with  information  and 
understanding  needed  to  prevent  illness  and 
extend  life. 

• Hypertension  Control  Program  is  a screen- 
ing and  referral  program  for  control  of  high 
blood  pressure,  now  in  its  second  year.  More 
than  175,000  Arizonans  have  been  screened  at  100 
screening  centers  in  Phoenix,  Tucson  and 
outlying  communities  with  more  communities 
becoming  involved. 

• Emergency  Medical  Services  include  by  an 
ARMP  grant  which  has  established  a highway 
emergency  notification  system  in  Yuma  County, 
an  ARMP  grant  which  has  funded  basic  emer- 
gency medical  training  in  six  community  col- 
leges, and  ARMP  participation  in  development 
of  public  access  systems  for  emergency  medical 
services. 

•Nurse  Practitioner  Training  was  provided 
ARMP  funding  for  various  types  of  specialized 
training  of  RNs  at  both  the  University  of  Arizona 
and  Arizona  State  University.  Two  classes  of 
family  nurse  practitioners  have  now  graduated 
from  the  U of  A with  many  returning  to  rural 
areas  where  their  skills  are  greatly  needed. 

• Health-Lines  Information  System  is  a public 
telephone  access  system  which  enables  individ- 
uals to  dial  for  tape-recorded  information  on  a 
variety  of  health  topics.  The  project  is  currently 
being  tested  in  Pima  County  with  expansion 
statewide  expected  after  the  first  year.  The 
Cooperative  Extension  Service  of  the  U of  A 
College  of  Agriculture  has  responsibility  for  the 
project  and  hopes  to  add  topics  other  than  health 
to  the  statewide  system.  The  program  is  pattern- 
ed after  the  highly-successful  University  of 
Wisconsin  program  which  is  furnishing  many  of 
the  tapes. 

A BRIEF  FUTURE 

These  are  the  programs.  What  lies  immedi- 
ately ahead?  Funding  for  fiscal  1976  is  limited  to 
continuation  of  existing  programs.  Additionally, 
ARMP  is  working  to  assure  that  essential 
programs  will  continue  through  the  transition 
period  without  interruption. 

Recently,  ARMP  staff  provided  input  and 
recommendations  to  Governor  Castro  relative  to 
the  new  Health  Systems  Agencies.  ARMP  will 
continue  to  assist  wherever  possible  to  assure  an 
orderly  transition  of  responsibility. 

In  retrospect,  there  have  been  some  noteworthy 


accomplishments  of  ARMP  over  the  years. 
Arizona  has  had  the  benefit  of  many  dedicated, 
capable  health  professionals  who  have  served 
ARMP  along  the  way.  It  is  impossible  to 
mention  them  all  but  certainly  acknowledgment 
is  due  several  who  have  figured  prominently  in 
ARMP  achievements  in  recent  years.  William  L. 
Ivey,  an  experienced  hospital  administrator, 
served  ARMP  for  six  years  until  mid- 1975  when 
he  accepted  a hospital  presidency  in  South 
Carolina.  As  deputy  coordinator  he  proved  an 
invaluable  addition  to  the  staff.  Mr.  Ivey, 
together  with  Eleanor  Jaqua,  Ph.D.,  assistant 
coordinator,  developed  a management  philoso- 
phy which  earned  ARMP  the  accolades  of  a 
Washington  RMP  management  survey  team. 
The  team,  after  studying  ARMP’s  management 
service  program,  declared  it  to  be  one  of  the  most 
advanced  of  any  RMP  organization  in  the 
nation. 

Closely  allied  with  the  efficient  management 
of  ARMP  has  been  the  fiscal  responsibility 
exhibited  by  the  program.  This  is  due  in  great 
part  to  John  Flynn  who  joined  the  program 
almost  at  its  inception  as  comptroller  and  fiscal 
officer  and  finally  as  associate  coordinator. 
Similarly  a thoughtful,  responsible  public  in- 
formation program  developed  during  the  mid- 
years of  ARMP  was  due  to  the  expertise  of  Frank 
L.  Riggs,  an  experienced  public  relations  prac- 
titioner whose  services  were  lost  during  the 
phase-out  period  in  1973. 

To  the  present  staff  and  those  who  preceded 
them,  ARMP  and  this  coordinator  owe  many 
thanks. 

In  looking  ahead,  one  must  admit  that  no 
matter  what  form  the  health  system  takes,  there 
are  but  a fixed  number  of  experienced,  capable 
health  professionals  available  across  the  nation. 
Fhe  formal  structure  of  health  care  and  method- 
ology may  change  somewhat,  but  many  of  the 
same  health  personnel  will  be  laboring  in  the 
same  vineyards.  To  them  we  urge  a serious 
evaluation  of  the  successes  and  failures,  the  goals 
and  high  purpose  of  Regional  Medical  Pro- 
grams. From  such  a study  they  can  find 
guidelines  to  improve  upon  the  past. 

Hopefully,  it  will  not  be  necessary  for  the 
successors  to  ARMP  to  start  anew  in  the  critical 
area  of  improving  health  care  for  Arizonans  and 
repeat  the  trial  and  error  course  of  those  of  us 
who  have  gone  before.  History  will  judge 
ARMP’s  contributions.  We  hope  it  will  be  a kind 
judgment. 
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PRACTICE  MANAGEMENT 
WILL  SAVE  YOU 
WORRY  AND  EXPENSE 


Every  medical  practice  needs  a business 
manager— but  most  doctors  are  so  busy 
serving  their  patients  that  they  don't  have 
the  time  to  set  up  an  office  that  runs  smoothly 
and  profitably.  I can  help. 

A Naval  Academy  graduate, 
I have  30  years  of  training  and 
experience  in  business  law,  elec- 
tronics, personnel  training,  and 
property  management.  My 
associates  were  major  consul- 
tants for  NASA’s  medical  facil- 
ity for  Apollo  missions. 

You  will  benefit  from  our 
knowledge  of  office  staffing  and 
equipment,  fee  structure,  billing  collections, 
office  partnerships  and  liability  protection. 

Let  us  survey  your  procedures  and  show  you 
how  to  save  time,  worry  and  expense.  First  talk 
at  no  obligation  to  you. 


MEDICAL  BUSINESS  CONSULTANTS 

Philip  Kwart,  Director 
3225  North  Central  Avenue,  Suite  300-B 
Phoenix,  Arizona  85012  Phone  (602)  264-3803 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$8.00  per  volume,  including  name  imprint 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensi- 
tivity, reactions  similar  to  those  after  meperi- 
dine or  morphine  overdosage  may  occur ; 
treatment  is  similar  to  that  for  meperidine  or 
morphine  intoxication  (prolonged  and  careful 
monitoring).  Respiratory  depression  may  recur 
in  spite  of  an  initial  response  to  Nalline ® (nal- 
orphine HCI)  or  Narcan®  (naloxone  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after  in- 
gestion. LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO,  ESPE- 
CIALLY IN  CHILDREN.  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years, 
due  to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  special  caution  in  young  chil- 
dren, because  of  variable  response,  and  with  extreme 
caution  in  patients  with  cirrhosis  and  other  ad- 
vanced hepatic  disease  or  abnormal  liver  function 
tests,  because  of  possible  hepatic  coma.  Diphenoxy- 
late HCI  may  potentiate  the  action  of  barbiturates, 
tranquilizers  and  alcohol.  In  theory,  the  concurrent 
use  with  monoamine  oxidase  inhibitors  could  pre- 
cipitate hypertensive  crisis.  In  severe  dehydration 
or  electrolyte  imbalance,  withhold  Lomotil  until  cor- 
rective therapy  has  been  initiated. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage.  Use  with  care  in  patients  with 
acute  ulcerative  colitis  and  discontinue  use  if  ab- 
dominal distention  or  other  symptoms  develop. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing,  hyper- 
thermia, tachycardia  and  urinary  retention.  Other 
side  effects  with  Lomotil  include  nausea,  sedation, 
vomiting,  swelling  of  the  gums,  abdominal  discom- 
fort, respiratory  depression,  numbness  of  the  ex- 
tremities, headache,  dizziness,  depression,  malaise, 
drowsiness,  coma,  lethargy,  anorexia,  restlessness, 
euphoria,  pruritus,  angioneurotic  edema,  giant  urti- 
caria. paralytic  ileus,  and  toxic  megacolon. 

Dosage  and  administration:  Lomotil  is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For  ages 
2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 ml. 
(2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 times 
daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two  tablets 
(5  mg.)  q.i.d.  or  two  regular  teaspoonfuls  (10  ml., 
5 mg.)  q.i.d.  Maintenance  dosage  may  be  as  low  as 
one  fourth  of  the  initial  dosage.  Make  downward 
dosage  adjustment  as  soon  as  initial  symptoms  are 
controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  hyperthermia,  tachy- 
cardia, lethargy  or  coma,  hypotonic  reflexes,  nystag- 
mus. pinpoint  pupils  and  respiratory  depression 
which  may  occur  12  to  30  hours  after  overdose.  Evac- 
uate stomach  by  lavage,  establish  a patent  airway 
and,  when  necessary,  assist  respiration  mechani- 
cally. A narcotic  antagonist  may  be  used  in  severe 
respiratory  depression.  Observation  should  extend 
over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg.  of  diphenoxylate  HCI 
with  0.025  mg.  of  atropine  sulfate.  Liquid,  2.5  mg.  of 
diphenoxylate  HCI  and  0.025  mg.  of  atropine  sulfate 
per  5 ml.  A plastic  dropper  calibrated  in  increments 
of  1/2  ml.  (total  capacity,  2 ml.)  accompanies  each 
2-oz.  bottle  of  Lomotil  liquid. 
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Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680 
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When  diarrhea 
has  him 


Diarrhea  can  hook  anyone.  When  it  does, 
physicians  and  patients  both  want  prompt 
control  of  diarrheal  symptoms.  Lomotil  will 
usually  control  diarrhea  promptly. 

This  rapid  action  can  halt  the  emergency 
aspect  of  diarrhea  and  is  comforting  and 
reassuring  to  the  patient.  Electrolyte  and 


fluid  losses  can  be  corrected  while  the  spe- 
cific cause  of  the  diarrhea  is  being  deter- 
mined. If  an  infective  agent  is  the  cause, 
appropriate  specific  therapy  should  be 
given  along  with  Lomotil. 

Lomotil  is  contraindicated  in  children 
less  than  2 years  old. 


Lomotil™.. 

Each  tablet  and  each  5 ml  of  liquid  contain  diphenoxylate  hydrochloride  2 5 mg  (Warning  May  be  habit  forming),  atropine  sulfate  0 025  mg 

holds  the  line. 


Should  a 

specially  prepared 
package  insert 
be  made  available  to 
patients? 


Dr.  Alexander  M.  Schmidt 
Commissioner, 
Food  and  Drug 
Administration 


Dr.  James  H.  Sammons 
Executive  Vice  President 
of  the  American 
Medical  Association 


/ 


Dialogue 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 

The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And 
this  information  is  almost  always 
bad  or  irrelevant  to  the  case  at  hand. 
Furthermore,  the  incentive  to  go 
along  with  a prescribed  program  is 
slim  if  the  only  reading  matter  the 
patient  receives,  along  with  his  pre- 
scription, is  a bill. 

As  an  educator  I am  impressed 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  as 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complications 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa- 
tient—particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a package 
insert  will  probably  give  the  patient 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligation 
to  explain  the  insert. 

Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  serious 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do  a 
bit  of  good  to  indicate  that  a patient 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos- 
sibly outweigh  the  potential  good. 


main  purpose  of  drug  information 
for  the  patient  is  to  get  his  coopera- 
tion in  following  a drug  regimen. 

Preparation  and  distribution  of 
patient  drug  information 

We  would  hope  to  amass  infor- 
mation from  physicians,  medical 
societies,  the  pharmaceutical  indus- 
try and  centers  of  medical  learning. 
The  ultimate  responsibility  for  uni- 
form labeling  must,  however,  rest 
with  the  Food  and  Drug  Administra- 
tion. There  is  nothing  wrong  with 
this  agency  saying,  "this  informa- 
tion is  generally  agreed  upon  and 
therefore  it  should  be  used,”  as  long 
as  our  process  for  getting  the  infor- 
mation is  sound. 

Distribution  of  the  information 
is  a problem.  In  great  measure  it 
would  depend  on  the  medication  in 
question.  For  example,  in  the  case 
of  an  injectable  long-acting  proges- 
terone, we  would  think  it  mandatory 
to  issue  two  separate  leaflets— a 
short  one  for  the  patient  to  read  be- 
fore getting  the  first  shot  and  a long 
one  to  take  home  in  order  to  make  a 
decision  about  continuing  therapy. 

In  this  case,  the  information  might 
be  put  directly  on  the  package  and 
not  removable  at  all.  But  for  a medi- 
cation like  an  antihistamine  this 
information  might  be  issued  sepa- 
rately, thus  giving  the  physician  the 
option  of  distribution.  This  could 
preserve  the  placebo  use,  etc. 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


Only  the  doctor  can  remove  that  fear 
by  20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
withhold  any  information  from  the 
patient  because,  first  of  all,  it  would 
be  totally  dishonest  and  secondly,  it 
would  defeat  the  very  purpose  of  the 
insert.  I do  think  that  a patient  on  the 
birth  control  pill  should  know  about 
the  incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
the  incidence  of  serious  adverse  re- 
actions, then  you  have  to  tell  him 
that  a concerned  medical  decision 
was  made  to  use  a particular  medi- 
cation in  his  situation  after  careful 
consideration  of  the  incidence  of 
complications  or  side  effects. 

Emotionally  unstable  patients  pose 
3 special  problem 

There  are  patients  who,  be- 
cause of  severe  emotional  problems, 
could  not  handle  the  information 
contained  in  a patient  package  in- 
sert. Yet  if  we  are  going  to  have  a 
package  insert  at  all,  we  just  can’t 
have  two  inserts.  I think  we  might 
simply  have  to  tell  the  families  of 
these  patients  to  remove  the  insert 
from  the  package. 

Legal  implications  of  the  patient 
package  insert 

Just  what  effect  would  a pa- 


tient package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can't  tell  everyone takinganti- 
histamines  not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  fora  placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry.theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 


□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HC1)  25  mg.  Chevuable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


"INDICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences —National  Research  Council  and/or  other  information.  FDA  has  classified 
the  indications  as  follow's: 

Effective.  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg. /kg. /day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  showm  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications!' 

ADVTRSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 


More  detailed  professional  information  available  on 
request 
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Antivert!  ~ 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


YOUR  STATE 

MALPRACTICE  COMMITTEE 


By  now  you  should  have  received  the  detailed 
report,  by  Dr.  Jack  Brooks,  and  the  select 
committee,  the  report  rendered  to  the  State 
Legislature  on  18  November.  Read  it  and  begin 
making  strong  representation  to  your  State 
senator  and  representative  for  action.  We  all  sat 
on  our  gluteal  folds  until  the  malpractice 
premium  rate,  and  threat  of  total  withdrawl  of 
all  such  insurance  in  our  State,  until  this 
shreaded  our  pockets,  before  we  began  to  react. 
Paul  Jarrett  for  the  past  six  years  has  bugled  the 
call  to  action,  and  he  was,  for  the  most  part, 
ignored. 

Dr.  Roger  O.  Egeberg,  Special  Consultant  to 
the  President  on  Health  Affairs  and  Special 
Assistant  to  the  Secretary  of  HEW  on  Health 
Policy  speaking  before  the  Central  Arizona 
Health  Planning  Council  made  some  cogent 
observations. 


From  his  conning  tower  in  that  morass  of 
Congessional  and  bureauocratic  jungle.  Wash- 
ington, D.C.,  he  made  a plea  to  keep  the 
solutions  at  a state  and  local  level  and  avoid  the 
Big  Government  solutions.  Congress  will  deliver 
such  a miscarriage  if  we  dally.  The  bills  are 
already  prepared. 

He  suggested  that  it  serves  no  useful  purpose 
to  try  and  pin  the  blame  on  any  one  segment. 
The  public — the  consumer — no  longer  has  a 
family  physician — certainly  not  in  the  sense  of 
pre  WWII,  and  to  decry  the  motives  and  actions 
of  the  legal  profession,  the  trial  lawyers,  the 
insurance  carriers  is  not  a solution. 

The  rush  of  medical  advances,  first  the  control 
of  communicable  disease,  then  more  recently 
antibiotics  and  the  hundreds  of  drugs  added  to 
the  pharmacopeia,  together  with  the  refinements 
of  laboratory  medicine,  and  the  perfection  of 
specialized  surgical  technics  have  muted  the 
person  to  person  contact  of  physician  and 
patient.  Dr.  Egeberg  continued  by  reviewing  the 
social  changes  and  the  consumer  attitude.  The 
consumer  wants  protection  against  all  injury 
and  looks  more  and  more  to  the  government  to 
provide  it. 

He  pointed  out  that  the  greatest  numbers  of 
malpractice  actions  arise  when  the  physician 
patient  contact  is  0 - 4,  ICU  and  its  array  of 
sophisiticated  equipment  is  hardly  a person  to 
person  encounter. 

Furthermore,  the  public  suspects  everyone 
who  has  the  “appearance  and  demeanor  of 
affluence.”  In  1935  the  average  physician’s 
income  was  about  $3500. 

Physicians  and  all  other  skilled  artisans, 
engineers,  architects,  etc.  are  expected  to  render 
perfect  service,  and  all  are  paying  the  liability 
insurance  premiums  in  proportion. 
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Yes,  all  of  this  we  have  heard,  so  how  do  we 
move  into  a solution  position.  Dr.  Egeberg  stated 
that  he  had  no  detailed  master  plan.  Each  state 
and  locality  must  move  on  its  own.  He  reminded 
the  audience  that  while  a national  congressional 
solution  might  have  appeal,  the  price  could  well 
be  our  undoing.  Look  about  you  at  the  federal 
programs  which  now  consume  our  tax  dollars 
and  cost  untold  loss  of  productive  work — simply 
because  of  the  paper  shuffling  and  bureauocratic 
bungling  and  delay. 


Dr.  Brooks  and  his  committee  have  in  two 
months  surveyed  the  other  state  program,  estab- 
lished rapport  with  the  legislature,  and  made 
cogen t recom menda t ion s. 

Now  lets  cease  this  cynical  criticism,  we 
doctors  seem  at  times  to  revel  in  this,  and  assist 
Dr.  Brooks  in  his  work  with  the  legislature. 

The  ultimate  loser  in  this  malpractice  Trojan 
war  is  the  consumer  and  the  provider.  We  may  be 
the  prime  provider,  but  are  we  not  ^dso 
consumers?  John  W.  Kennedy,  M I). 


Dean's  Page 


EDUCATION  FOR  DRUG  ABUSE  AND  ALCOHOLISM 


NEAL  A.  VANSELOW,  M.D. 


Medical  schools  have  come  under  considerable 
lire  recently  for  their  failure  to  prepare  physi- 
cians to  treat  the  problems  of  drug  abuse  and 
alcoholism.  Much  of  the  criticism  has  come  from 
within  the  medical  profession  itself.  Dr.  Abra- 
ham Heller,  Clinical  Associate  Professor  at 
Brown  University,  in  a recent  address  to  the  New 
England  School  of  Alcoholism,  stated  that  “.  . . 
the  teaching  of  alcoholism  and  drug  abuse 
treatment  in  United  States  medical  schools  is  the 
exception  rather  than  the  rule.”  He  went  on  to 
point  out  that  20-50%  of  the  hospital  beds  are 
taken  up  with  alcohol  or  alcohol-related  cases 
“often  undiagnosed  and  untreated.” 

Due  to  the  efforts  and  foresight  of  Dr.  Rubin 
Bressler,  Chairman  of  the  Department  of  Pharm- 
acology, and  through  the  support  and  co- 
operation of  other  departments  such  as  Psychi- 
atry, Community  and  Family  Medicine,  Internal 
Medicine,  etc.,  AMC  is  one  of  these  exceptions.  In 


September  1971  Dr.  Bressler  received  a three-year 
federal  grant  to  train  a “Career  Teacher”  for 
substance  abuse  at  AMC.  Kenneth  S.  Russell, 
Ed.D.,  a psychologist  with  a background  in 
working  with  addictions,  has  now  completed 
one  year  of  his  training  as  that  “Careei  Teacher” 
and  has  initiated  the  following  programs  and 
services: 

1.  Curriculum  development.  Curriculum 
materials  are  available  which  are  appropriate  for 
medical  education  covering  basic  concepts  of 
addiction  and  treatment  of  addictive  disease.  In 
addition,  Dr.  Russell  is  available  as  a consultant 
to  any  department  or  instructor  wishing  to 
develop  or  update  curriculum  related  to  drug 
abuse  and  alcoholism.  Dr.  Herbert  Pollock  and 
Dr.  Shirley  Fahey  are  among  those  who  have 
used  this  service.  The  Human  Behavior  and 
Development  class  under  their  supervision  last 
semester  included  14  hours  of  instruction  in  drug 
abuse  and  alcoholism.  Each  student  visited  an 
Alcoholics  Anonymous  meeting  as  a guest  of  a 
recovered  alcoholic  as  part  of  the  drug  abuse 
unit.  The  unit  received  a very  positive  evaluation 
from  the  students.  The  departments  of  Pharma- 
cology and  Family  and  Community  Medicine  are 
presently  making  curricular  revisions  and  addi- 
tions with  Dr.  Russell’s  help  and  cooperation. 

I ogether  with  35  other  career  teachers  through- 
out the  United  States,  a recommended  compre- 
hensive substance  abuse  curriculum  is  being 
developed  lor  medical  education.  I he  purpose  is 
for  a group  of  experts  to  design  a curriculum 
based  on  what  they  consider  to  be  a necessary  and 
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sufficient  set  of  knowledge  and  skills  for 
physicians  in  the  area  of  substance  abuse. 

2.  Teaching  and  lecturing.  A list  of  qualified 
lecturers  is  maintained  by  the  Career  Teacher 
and  he,  too,  is  available  for  teaching  and 
lecturing  on  psychological  aspects  of  addiction. 

3.  Consulting.  Consultation  on  the  treatment 
of  addicts  and  the  use  of  addicting  drugs  is 
available  through  the  Career  Teacher.  As  a 
special  adjunct  to  this  service  and  in  cooperation 
with  Dr.  Comerci  in  Continuing  Education,  Dr. 
David  E.  Smith  of  the  Haight  Ashbury  Free 
Clinic  will  be  at  TMC  the  evening  of  December  6 
to  discuss  physician  consultation  services  for 
drug  abuse  cases  with  a group  of  interested 
physicians. 

4.  Referral.  In  some  cases  of  addiction  the 
physician  needs  to  refer  for  long  term  treatment 
or  special  needs  of  the  patient.  The  Career 
Teacher  is  awrare  of  treatment  facilities  and  can 
often  provide  information  for  such  referral. 

5.  Drug  Abuse  Symposia.  An  annual  drug 
abuse  and  alcoholism  symposium  was  initiated 
the  first  year  of  the  career  teacher  grant  and 
attracted  an  audience  of  300  + . The  second 
symposium  is  scheduled  for  December  5 and  6 at 
the  AMC  auditorium  and  will  feature  nationally 
known  experts  in  drug  abuse  as  well  as  state  and 
local  experts  in  the  treatment  of  addictions. 

6.  Evaluation.  As  a result  of  his  Career  Teacher 
involvement.  Dr.  Russell  became  a member  of 
the  NIDA  Task  Force  on  Evaluation  which  is 
working  with  the  National  Board  of  Medical 
Examiners  to  develop  questions  for  inclusion  on 
the  National  Board  Exams.  The  target  is  to  have 
a significant  number  of  questions  on  the  1977 
exams. 

In  addition,  a pool  of  drug  abuse  examination 
questions  is  being  developed  for  use  by 
instructors. 

Due  to  the  present  national  concern  regarding 
physician  preparation  for  treatment  of  substance 
abuse  cases  and  in  light  of  the  magnitude  of  the 
problem  of  treating  addictions  it  seems  fortuitous 
and  fortunate  that  AMC  got  an  early  start  and 
remains  one  of  the  leaders  nationally  in  sub- 
stance abuse  education. 

Anyone  desiring  further  information  or  help 
from  this  program  should  contact  Kenneth  S. 
Russell,  Ed.D.,  Career  Teacher  for  Substance 
Abuse,  Department  of  Pharmacology,  Arizona 
Medical  Center. 
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Clinical  Oncology 

In  Arizona 

J 

CURRENT  CONCEPTS 
IN  THE 

MANAGEMENT  OF  OVARIAN 
CARCINOMA 

DAVID  S.  ALBERTS.  M.D. 


Editors:  Sydney  E.  Salmon,  M.D.,  Professor 
and  Head,  Section  of  Hematology  and 
Oncology,  University  of  Arizona  College  of 
Medicine,  Tucson,  Arizona  85724;  Robert  H. 
Thoeny,  M.D.,  Dir.,  Radiation  Oncology,  Good 
Samaritan  Hospital,  Phoenix,  Arizona  85006; 
Darwin  W.  Neubauer,  M.D.,  General  Surgeon, 
720  Country  Club  Road,  Tucson,  85716. 

Ovarian  carcinoma  has  killed  over  100,000 
women  during  the  last  decade  and  is  the  number 
one  killer  among  gynecologic  tumors  in  this 
country.  One  percent  of  all  women  will  die  of 
this  disease.  Over  the  last  30  years,  there  has  been 
no  improvement  in  survival  rates  and  the 
incidence  rate  of  ovarian  carcinoma  as  opposed 
to  other  gynecologic  malignancies  continues  to 
rise.  A major  effort  is  being  launched  now  to 
combine  the  talents  of  gynecologic  surgeons, 
radiation  oncologists,  and  medical  oncologists  to 
develop  new  approaches  to  diagnosis,  staging 
and  therapy  of  this  disease.  In  this  paper  I 
will  review  the  requirements  for  a thorough 
evaluation  of  the  patient  with  ovarian  carcin- 
oma, the  new  staging  system  for  this  disease,  and 
new  advances  in  its  treatment.  The  discussion 
wil  be  limited  to  epithelial  neoplasms  of  the 
ovary. 

From:  Section  of  Hematology  & Oncology.  Arizona  Medical  Center, 
1501  N.  Campbell  Ave.,  Tucson,  AZ  85724,  (Dr.  Alberts.  Asst. 
Professor.) 
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EVALUATION  OF  THE  EXTENT  OF  DISEASE 

Routine  pre-operative  evaluation  of  the 
patient  must  include  the  following:  1)  careful 
evaluation  of  inguinal,  supraclavicular,  and 
axillary  regions  for  abnormal  lymph  nodes;  2) 
chest  x-ray  to  rule  out  pleural  effusion  and 
thoracentesis  if  such  an  effusion  is  discovered; 
and  3)  IVP  to  rule  out  ureteral  compression  or 
blockade  by  pelvic  or  periaortic  tumor  masses. 
Other  radiographic  studies,  including  barium 
enema  or  lymphangiogram,  may  be  indicated. 
Bone  scans  or  surveys,  brain  scans,  and  liver 
scans  are  usually  not  necessary  as  pre-operative 
studies.  Mode  B ultrasound  of  the  abdomen  and 
pelvis  as  well  as  peritoneoscopy  may  prove 
useful  tools  in  the  evaluation  of  the  extent  of 
disease.  At  the  time  of  surgery  it  is  very 
important  to  sample  any  ascitic  fluid  for 
cytology.  If  there  is  no  ascites,  washings  should 
be  obtained  from  the  pelvis  and  the  right  and  left 
abdominal  gutters  for  cytologic  evaluation.  Even 
if  the  tumor  appears  limited  to  a single  ovary,  a 
hysterectomy  with  bilateral  salpingoophorec- 
tomy  is  indicated  because  of  the  significant  inci- 
dence to  bilateral  ovarian  involvement  or  exten- 
sion into  pelvic  organs.  Multiple  biopsies  must  be 
taken  from  the  peritoneal  surface,  the  right  and 
left  gutters,  the  undersurface  of  the  diaphragm 
(the  diaphragm  has  been  shown  to  be  involved 
with  tumor  in  a large  number  of  cases),  the 
omentum,  and  the  pelvic  and  periaortic  lymph 
nodes.  Baseline  serum  placental  alkaline  phos- 
phatase, carcinoembryonic  antigen  (up  to  77% 
positivity  in  ovarian  carcinoma),  and  the  human 
chorionic  gonadotrophin  may  be  important  in 
the  later  evaluation  of  extent  of  disease  and 
response  to  therapy.  In  our  own  experience,  post- 
operative use  of  '"Indium-Bleomycin  scanning 
has  proven  quite  useful  for  locating  sites  of 
disease  in  patients  found  to  have  advanced 
disease  at  the  time  of  surgery  (see  Fig.  1). 

STAGING  OF  OVARIAN  CARCINOMA 

As  of  January  1,  1975  a new  FIGO  (Interna- 
tional Federation  of  Gynecology  and  Obstetrics) 
classification  for  ovarian  carcinoma  has  been 
used  (Table  1).  This  staging  system,  which 
depends  heavily  on  preoperative  and  intra- 
operative evaluation  of  the  extent  of  disease,  was 
designed  to  help  physicians  develop  rational 
therapeutic  plans.  It  has  been  demonstrated  that 
surgically  assessed  stage  I ovarian  tumors  are 
truly  stage  I in  only  60%  of  cases.1  For  stage  II 
disease,  the  occult  spread  of  tumor  outside  the 


Figure  1. 

“‘Indium  Bleomycin  tumor  scan  in  a 41-year-old  woman 
with  Stage  III  ovarian  carcinoma  seen  at  the  Arizona  Medical 
Center.  The  head,  sternoclvicular  joints,  heart,  thoracic 
spine,  and  liver  show  the  normal  distribution  of  radio- 
activity. Diffuse  peritoneal  studies  and  a pelvic  tumor  mass 
and  ascites  (with  bulging  flanks)  are  all  obvious  in  the  lower 
portion  of  the  scan.  The  peritoneal  involvement,  which  was 
obvious  on  scan,  could  not  be  plapated  on  physical  exam, 
even  after  removal  of  the  ascites.  Serial  scans  are  exceedingly 
useful  in  following  patients  and  assessing  the  response  to 
treatment. 


pelvis  has  been  estimated  to  be  as  high  as  60%  for 
patients  with  clinical  stage  IIA  disease  and  80% 
for  those  with  clinical  stage  IIB.1  Subdiaphrag- 
matic  deposits  of  tumor  have  been  found  in  up 
to  70%  of  patients  studied.1 

RADIOTHERAPY  OF  OVARIAN  CANCER 

It  is  difficult  to  determine  the  exact  role  for 
external  radiation  therapy  of  ovarian  carcinoma 
because  in  most  reported  series,  staging  evalu- 
ation has  been  incomplete.  There  is  evidence  that 
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TABLE  1 

FIGO  STAGE  GROUPING  FOR  PRIMARY 
CARCINOMA  OF  THE  OVARY 

Stage  I Growth  limited  to  the  ovaries 


Stage  la 


Stage  lb 


Stage  Ic 


Stage  II 
Stage  Ila 


Growth  limited  to  one  ovary;  no  ascites 

(i)  No  tumor  on  the  external  surface; 
capsule  intact 

(ii)  Tumor  present  on  the  external 
surface  and  or  capsule  ruptured 

Growth  limited  to  both  ovaries;  noascites 

(i)  No  tumor  on  the  external  surface; 
capsule  intact 

(ii)  Tumor  present  on  the  external 
surface  and  or  capsule(s)  ruptured 

Tumor  either  Stage  la  of  Stage  lb,  but 
with  ascites*  present  or  positive  perito- 
neal washings 

Growth  involving  one  or  both  ovaries 
with  pelvic  extension 

Extension  and  or  metastases  to  the 
uterus  and  or  tubes 


Stage  lib 
Stage  lie 


Stage  III 


Extension  to  other  pelvic  tissues 

Tumor  either  Stage  Ila  or  Stage  lib, 
but  with  ascites*  present  or  positive 
peritoneal  washings 

Growth  involving  one  or  both  ovaries 
with  intra-peritoneal  metastases  outside 
the  pelvis  and  or  positive  retroperitoneal 
nodes 


Stage  IV 


Special 

category 


Tumor  limited  to  the  true  pelvis  with 
histologically  proven  malignant  exten- 
sion to  small  bowel  or  omentum 

Growth  involving  one  or  both  ovaries 
with  distant  metastases.  If  pleural 
effusion  is  present,  there  must  be  posi- 
tive cytology  to  allot  a case  to  Stage  IV 

Parenchymal  liver  metastases  equals 
Stage  IV 

Unexplored  cases  which  are  thought  to 
be  ovarian  carcinoma 


•Ascites  is  peritoneal  effusion  which  in  the  opinion  of  the 
surgeon  is  pathologic  and  orclearlyexceedsnormalamounts. 


five-year  survival  rates  for  patients  with  stage  IA 
or  IB  disease  is  in  the  range  of  60-70%  with  or 
without  post-operative  radiotherapy.2  Using  up- 
dated staging  procedures,  there  is  new  evidence 
that  radiation  therapy  for  early  stage  ovarian 
cancer  may  yield  100%  survival  rates  at  five  years 
for  stage  I disease  and  approximately  70% 
survival  at  five  years  for  stage  II  disease.3 
Unfortunately,  pelvic  irradiation  followed  by 
whole  abdominal  therapy  has  not  proven  suc- 
cessful to  improve  five-year  survival  rates  for 
stages  III  and  IV  patients.  Radiation  therapy 
following  surgery  for  stage  III  disease  has 
yielded  five-year  survival  rates  of  between  6 and 
16%. 2 Because  of  the  widespread  nature  of  the 
disease  in  patients  with  stage  III  ovarian 
carcinoma,  radiation  therapy  appears  to  have 
little  to  offer.  This  latter  statement  is  certainly 
true  for  patients  with  stage  IV  tumors.2 


CHEMOTHERAPY  OF  OVARIAN  CANCER 

Although  survival  data  has  not  improved  over 
the  last  30  years  for  ovarian  carcinoma,  several 
promising  new  anticancer  drugs  have  been 
introduced  during  that  time  which  give  partial 
response  rates  in  this  disease  of  up  to  65%  (Table 
2). 4 Melphalan  has  received  the  greatest  useage  of 
all  the  alkylating  agents  in  this  disease,  and  in 
dosages  of  0.2  mg/kg/day  for  five  days  orally  or 
iv  every  3-5  wreeks  the  overall  response  rate  has 
been  approximately  47%.5  The  other  alkylating 
agents  have  been  almost  as  successful  as 
melphalan.  The  median  duration  of  survival  in 
Smith  and  Rutledge’s  series  following  melpha- 
lan therapy  for  306  patients  with  advanced 
disease  was  14  months  with  responders  surviving 
an  average  of  22  months.  Besides  the  alkylating 
agents,  other  anticancer  drugs  with  definite 
activity  against  ovarian  carcinoma  include  5-FU, 
hexamethylmelamine  (a  relatively  new  experi- 
mental anticancer  drug),  and  adriamycin  (Table 
2).  Preliminary  results  from  a randomized  study 
of  96  patients  at  M.  D.  Anderson  Hospital  and 
Tumor  Institute  indicate  that  the  partial  re- 
sponse rate  to  hexamethylmelamine  was  53%; 
whereas,  response  to  melphalan  was  34%  and  to  5- 
FU  only  17%. 4 Only  a few  prospectively  rand- 
omized studies  of  combination  chemotherapy  in 
ovarian  carcinoma  have  been  carried  out.  Smith 
and  Rutledge  showed  that  a combination  of 
cyclophosphamide,  actinomycin  D,  and  5-FU 
yielded  a 45%  response  rate  as  compared  to  a 
similar  result  from  the  use  of  melphalan  alone.5 
Toxicity  of  the  combination  was  excessive 
compared  to  the  single  agent.  Presently,  a study 
at  the  National  Cancer  Institute  with  a combina- 
tion of  hexamethylmelamine,  cyclophospha- 
mide, 5-FU  and  methotrexate  has  yielded  an  85% 

TABLE  2 

ANTICANCER  DRUGS  IN  OVARIAN  CARCINOMA 


Number 


Drug 

of 

patients  Schedule 

Re- 

sponse 

Melphalan 

494 

0.2  mg  kg  day  X 5 
PO  or  IV/3-5  wk 

47% 

Chlorambucil 

280 

0.2  mg  kg  day  PO 

50% 

Cyclophosphamide 

126 

50-150  mg/day  PO 

49% 

5-FU 

81 

15  mg/kg/day  X 5 then 
7.5  mg/kg  qod/3-4  wk 

32% 

Methotrexate 

16 

5 mg/day  X 5-10  PO  or 
IV/3-4  wk 

25% 

Hexamethylmelamine 

53 

8 mg/kg/day  PO 

41% 

Adriamycin 

33 

75  mg/M2  IV  q 3 wk 

36% 

Excerpted  from  Y’oung,  R.C.:  Chemotherapy  of  ovarian  can 
cer:  Past  and  present.  Sem.  Oncol.  2:267-276,  1975. 
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complete  plus  partial  response  rate  for  the 
combination  in  18  patients  versus  a 60%  response 
rate  for  melphalan  alone.  Survival  data  is  not 
available  for  this  study.6  Finally,  a study  from  the 
University  of  Arizona  has  demonstrated  that 
adriamycin  (40  mg/M2  iv  on  Day  1)  and 
cyclophosphamide  (200  mg  M2  daily  on  Days  3- 
6)  every  3-4  weeks  for  up  to  12  courses  has 
resulted  in  five  complete  remissions  and  seven 
partial  remissions  in  15  patients  with  stage  IV 
ovarian  carcinoma  who  had  had  no  prior  chemo- 
therapy.7 

NEW  APPROACHES  TO  THERAPY  AT  THE 
UNIVERSITY  OF  ARIZONA  MEDICAL 
CENTER 

We  have  established  a multi-disciplinary 
gynecologic  tumor  clinic  at  the  University  of 
Arizona  which  includes  gynecologists,  radiation 
oncologists,  and  medical  oncologists.  The  pur- 
pose of  the  clinic  is  to  bring  the  talents  of  these 
three  groups  of  physicians  together  to  make 
combined  decisions  concerning  the  pre-operative 
evaluation,  operative  approaches,  and  post- 
operative adjuvant  therapy  for  patients  with 
gynecologic  malignancies.  Our  first  combined 
attempt  to  develop  protocols  for  gynecologic 
tumors  has  involved  a study  for  stages  III  and  IV 
patients  with  ovarian  and  endometrial  carcin- 
oma. Because  there  has  been  no  clear  evidence 
that  radiation  therapy  has  improved  the  survival 
duration  for  stage  III  or  IV  ovarian  patients,  we 
are  currently  randomizing  our  patients  to  either 
adriamycin-cyclophosphamide  (as  described 
above)  or  adriamycin-cyclophosphamide  plus 
BCG.  There  is  good  evidence  that  ovarian 
carcinoma  has  tumor-specific  antigens  and  ani- 
mal models  have  been  constructed  to  demon- 
strate that  immunotherapy  is  effective  in  pro- 
longing the  survival  of  tumor-bearing  animals 
with  this  disease.  Presently,  the  patients  who 
receive  BCG  get  their  usual  adriamycin-cyclo- 
phosphamide therapy  followed  by  BCG  by 
scarification  on  Days  8 and  15  of  each  therapy 
course.  This  Arizona  protocol  was  recently 
accepted  for  use  in  a large  cooperative  clinical 
trial  by  the  Southwest  Oncology  Group  with 
study  coordination  from  the  University  of 
Arizona.  Because  of  our  large  experience  with 
adriamycin-cyclophosphamide  in  breast  cancer 
and  the  low  toxicity  rate  of  this  combination 
when  used  as  an  adjuvant  modality  along  with 
our  knowledge  of  its  great  effectiveness  in 
widespread  ovarian  disease,  we  are  now  treating 


our  stage  I and  II  ovarian  patients  with  3-8  cycles 
of  adriamycin-cyclophosphamide  therapy,  de- 
pending upon  disease  status.  We  hope  that  such 
adjuvant  therapy  will  greatly  improve  the  five- 
year  disease-free  survival  rate  for  this  disease.  A 
statewide  effort  by  surgeons,  gynecologic  sur- 
geons, radiotherapists,  and  oncologists  to  study 
the  effects  of  adjuvant  chemotherapy  in  ovarian 
carcinoma  may  allow'  Arizona  to  lead  the  way  in 
defining  better  therapy  for  this  important  disease. 
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FETAL  MONITORING  - 
WHY  BOTHER? 


DONALD  J.  ZIEHM,  M.D.,  EDITOR 


Auscultation  of  the  fetal  heart  was  described  in 
the  early  19th  century.  The  criteria  that  are  still 
used  today  to  define  fetal  distress  were  estab- 
lished in  the  late  1800’s.  However,  the  technique 
of  fetal  heart  auscultation  has  continuously  been 
found  to  be  an  inacurate  method  of  evaluation  of 
the  fetal  status  during  labor.  When  the  usual 
method  of  auscultation  involving  listening  to 
fetal  heart  tones  between  contractons  every  15 
minutes,  counting  for  30  seconds,  and  then 
averaging  to  express  the  number  of  fetal  heart 
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beats  per  minute  is  followed,  approximately  3% 
of  the  available  information  concerning  the  fetal 
heart  rate  is  obtained.  Despite  this  limitation, 
abdominal  wall  auscultation  continues  to  he  the 
most  widely  used  method  of  evaluating  the  fetal 
response  to  labor. 

During  the  last  20  years  electronic  techniques 
for  continuous  heart  rate  monitoring  have 
progressed  from  the  research  stage  to  widespread 
cinical  application.  Largely  due  to  the  work  of 
Dr.  Hon  and  Caldeyro-Barcia,  instrumentation 
has  been  developed  which  is  simple  and  conven- 
ient to  use,  and  which  gives  a much  better 
understanding  of  fetal  heart  rate  patterns.  How- 
ever, opposition  to  the  routine  use  of  monitoring 
techniques  exists.  The  question  is  frequently 
heard  “Why  should  I bother  monitoring  this 
patient  when  she  has  had  no  difficulties  during 
the  pregnancy,  and  no  problems  are  anticipated 
during  labor  and  delivery?’’  Aubrey  and  Nesbitt 
found  that  about  25%  of  fetuses  who  had 
difficulty  during  labor  could  not  have  been 
anticipated  on  the  basis  of  “high  risk  preg- 
nancy” grouping.  It  is  apparent  that  the  stress  of 
labor  alone  makes  every  infant  a high  risk  fetus, 
deserving  of  the  skilled  attention  and  modern 
technical  surveillance  that  is  currently  given  to 
adults  in  similar  life-threatening  situations.  The 
Collaborative  Study  has  shown  that  1.5 
deaths/ 1000  live  births  occurred  in  term  fetuses. 
In  only  about  50%  of  these  was  a definable  reason 
identified  (prolapse  of  the  cord,  abruptio  pla- 
centa, hydrocephalus,  uterine  rupture,  etc.) 
Windle1  has  estimated  that  there  are  no  fewer 
than  one-half  million  victims  of  cerebral  palsy 
and  perhaps  6 million  mentally  retarded  individ- 
uals in  the  United  States.  The  incidence  of 
handicap  from  these  2 entities  is  31/1000  live 
births.  40,000  babies  per  year  are  born  handi- 
capped or  with  mental  retardation  in  the  United 
States  according  to  recent  estimates  from  the 
National  Foundation.  Approximately  one-half 
of  these  infants  are  severely  enough  affected  to 
require  care  in  institutions.  Could  these  dreadful 
statistics  be  improved  with  the  use  of  continuous 
monitoring  during  labor? 

The  modern  concept  of  obstetrics  accepts  both 
the  mother  and  fetus  as  patients.  When  obstetri- 
cians accept  the  fetus  as  an  additional  patient  a 
totally  different  capability  in  delivery  of  obstetri- 


cal care  is  demanded.  To  many,  the  rapid 
development  of  monitoring  procedures,  both 
antepartum  and  intrapartum,  is  very  stressful. 
This  knowledge  has  developed  recently  and  is 
progressing  rapidly.  At  times  it  is  difficult  to 
comprehend  all  of  the  advances  in  intrapartum 
care.  How  do  we  intrepret  the  tracings?  What  do 
we  do  with  the  results  that  are  obtained?  These 
are  questions  which  frequently  bother  the 
obstetrician  in  the  management  of  the  laboring 
mother.  It  is  reassuring  that  in  most  studies  95- 
99%  of  normal  fetal  heart  patterns  obtained  from 
the  monitor  tracings  result  in  the  delivery  of  a 
healthy,  vigourous  newborn.  The  abnormal 
tracings  are  more  difficult  to  evaluate.  However, 
with  persistance  and  continuing  experience  and 
education  in  intrepretation  of  heart  rate  patterns, 
improvement  in  neonatal  and  perinatal  outcome 
will  result.  In  addition,  a better  understanding  of 
the  mechanisms  of  fetal  distress  will  allow  the 
obstetrician  to  use  the  various  maneuvers  of 
intrauterine  resuscitation  before  being  commit- 
ted to  an  operative  delivery,  since  it  appears  that 
babies  do  not  die  in  utero  without  warning  or  as 
quickly  as  was  previously  suspected. 

What,  then,  is  the  purpose  of  monitoring?  A 
primary  goal  is  to  decrease  the  incidence  of 
intrapartum  death.  But  it  must  be  realized  that 
even  diligent  use  of  fetal  monitoring  equipment 
cannot  eliminate  all  intrapartum  deaths.  Some 
will  always  occur  from  situations  such  as 
hydrocephalus,  anencephaly,  immaturity,  etc. 
However,  in  the  apparently  normal  term  fetus, 
warning  signs  may  develop  during  labor  which 
should  alert  the  obstetrician  to  the  possibility  of 
fetal  death  or  depression.  A second  goal  is  to 
improve  the  neonatal  outcome.  With  the  use  of 
continuous  fetal  monitoring  techniques  the 
incidence  of  neonatal  mortality  and  morbidity 
may  be  decreased  by  as  much  as  50%.  This 
equipment,  if  used  frequently,  would  have  a 
significant  impact  on  the  problem  of  mental 
retardation  and  handicap.  An  additional  pur- 
pose is  the  detection  of  “fetal  distress.”  It  is 
evident  that  with  the  use  of  modern  monitoring 
techniques  the  term  “fetal  distress’  must  be 
redefined.  Many  things  may  be  detected  about 
which  the  obstetrician  would  never  have  been 
aware.  For  example,  with  institution  of  an 
oxytocin  drip  a fetus  may  develop  mild  late 
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deceleration  patterns  indicating  compromise  of 
utero-placental  blood  flow.  When  this  is  ob- 
served the  obvious  treatment  is  to  discontinue  the 
oxytocin  infusion  and  allow  the  fetus  to  recover. 
However,  the  heart  rate  changes  are  so  subtle,  in 
most  instances  auscultation  alone  would  have 
left  them  undetected.  Continuation  of  the  oxy- 
tocin could  have  resulted  in  the  delivery  of  a 
depressed  infant.  The  enigma  still  remains  that  a 
diagnosis  of  fetal  distress  may  be  made,  rapid 
delivery  undertaken,  and  an  infant  with  a good 
Apgar  score  delivered.  However,  what  virtue  is 
there  in  having  to  justify  the  diagnosis  of  “fetal 
distress”  by  delivering  a depressed,  acidotic 
newborn? 

What  are  some  of  the  objections  to  fetal 
monitoring?  Frequently  heard  is  that  the  routine 
use  of  continuous  monitoring  techniques  will 
significantly  increase  the  Cesarean  Section  rate. 
Indeed  there  are  hospitals  throughout  the  coun- 
try in  which  the  Cesarean  Section  rate  has 
approximated  25%  since  the  institution  of 
electronic  monitoring.  However,  in  one  large 
hospital  (Los  Angeles  County  Hospital)  where 
approximately  one-third  of  all  fetuses  are  moni- 
tored, the  Cesarean  Section  rate  has  remained 
stable  at  about  10%.  Many  authorities  feel  that 
the  use  of  monitoring  techniques  should  not 
significantly  increase  the  incidence  of  Cesarean 
Section.  It  does  enable  the  obstetrician  to  more 
intelligently  evaluate  labor  situations  and  avoid 
unnecessary  Sections.  Probably  the  most  com- 
mon cause  of  clinical  “fetal  distress’  in  the  pre- 
monitoring era  has  been  shown  to  be  the  variable 
deceleration  pattern  caused  by  umbilical  cord 
compression.  With  modern  monitoring  equip- 
ment this  diagnosis  can  easily  be  made  and  the 
disorder  treated  expeditiously,  in  most  cases 
without  the  necessity  of  operative  delivery. 
Another  objection  often  encountered  is  that  “it’s 
too  expensive.”  The  cost  of  monitoring  in  most 
hospitals  ranges  from  $15  to  $50  per  patient.  On 
the  surface  this  seems  to  be  a rather  expensive 
proposition.  However,  if  one  realizes  that  the 
cost  of  institutionalizing  a mentally  retarded 
individual  may  be  as  high  as  $250,000  during 
that  person’s  lifetime,  the  cost  of  monitoring  a 


fetus  during  labor  seems  minimal.  Many  of  the 
routine  blood  tests  and  X-rays  obtained  on 
patients  is  as  expensive,  or  more  expensive.  The 
cost  is  certainly  minimal  if  a tragic  outcome  can 
be  averted.  A few  minutes  of  discussion  with  the 
patient  regarding  the  benefits  of  monitoring  will 
alleviate  the  anxiety  concerning  charges. 

Machines  cannot  think!  The  monitor  can  only 
write  out  on  paper  the  information  that  is 
electronically  and  mechanically  supplied  to  it  by 
the  fetus  and  contracting  uterus.  The  use  of  the 
information  presented  remains  in  the  domain  of 
“clinical  judgement.”  The  physician  must  still 
examine  his  patient  during  labor.  The  monitor- 
ing instrument  does  not  obviate  the  “long  cigar” 
or  cup  of  coffee  in  making  obstetrical  decisions. 
Unfortunately,  the  monitor  is  frequently  not  used 
because  many  obstetricians  feel  threatened  by 
their  inability  to  interpret  what  is  being  pre- 
sented to  them  on  the  tracing.  Continuing 
education  as  well  as  frequent  use  of  consultation 
with  a collegue  well  versed  in  evaluation  of  fetal 
heart  rate  patterns  would  certainly  be  in  order  in 
these  situations. 

Hopefully  with  the  use  of  monitoring  tech- 
niques neonatal  outcome  will  improve.  The 
develpment  of  perinatal  medicine  has  improved 
the  relationship  and  communication  between 
obstetrician,  pediatrician,  and  neonatologist.  It 
is  of  tremendous  value  to  the  pediatrician 
caring  for  a neonate  to  have  available  the 
information  on  the  effect  of  labor,  drugs,  and 
various  obstetric  techniques  on  the  fetus.  In 
anticipating  neonatal  distress  from  fetal  heart 
rate  patterns,  resuscitation  of  the  newborn  has 
become  better  organized,  and  the  quality  of 
neonatal  care  improved.  The  direction  of  obstet- 
rical care  has  changed  rapidly  during  the  last  5 
years  since  the  institution  of  clinical  fetal  moni- 
toring. Only  time  will  tell  if  the  direction  is  the 
correct  one. 

“Life  is  short,  the  art  long,  opportunity 
fleeting,  experience  treacherous,  judge- 
ment difficult.”  — Hippocrates. 
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Seminars  in  Endocrinology 
and  Metabolism 


HYPONATREMIA:  A SYNDROME  OF  MULTIPLE  ETIOLOGIES 


MILLARD  H.  ZISSER,  M.D. 


Continuing  with  the  present  issue  of  Arizona 
Medicine  is  the  series  of  articles  entitled  “Semi- 
nars in  Endocrinology  and  Metabolism.”  The 
purpose  of  these  short  review  articles  is  twofold. 
First,  due  to  the  rapid  proliferation  of  new 
knowledge  in  the  field  of  endocrinology  and  the 
multiple  tests  available  for  their  evaluation, 
short,  clinically  oriented  reviews  would  enable 
the  physician  to  keep  abreast  of  these  newer  de- 
velopments as  they  relate  to  their  practice.  In 
addition,  with  great  stress  being  placed  on  vol- 
untary recertification  in  many  subspecialties,  re- 
views such  as  they  could  serve  as  an  authorita- 
tive, succinct  teaching  forum.  The  editors  will 
endeavor  to  accomplish  these  goals  by  utilizing 
the  talents  of  practicing  physicians  as  guest  con- 
tributors to  this  series.  Feedback,  both  positive 
and  negative,  is  encouraged  in  order  to  help  us 
fulfill  these  objectives. 

MARSHALL  B.  BLOCK,  M.D.  Editor 

Hyponatremia  may  be  simply  defined  as  a 
plasma  sodium  concentration  less  than  135 
mEq./l.  which  may  be  associated  with  symptoms 
of  weakness,  increased  fatigability,  muscle 
cramps,  decreased  mentation  and  confusion. 
Clinically,  it  is  useful  to  categorize  the  various 
varieties  of  hyponatremia  according  to  their 
underlying  causes.  This  allows  therapeutic  con- 
siderations to  be  based  on  a rational  foundation. 

A true  low  serum  sodium  can  result  from 
either  relative  or  absolute  excess  of  water  or 
deficiency  of  sodium  in  the  plasma.  However  a 
conbination  of  these  factors  is  usually  present 
which  clouds  the  clinical  assesment  in  an 
individual  patient  who  presents  with  hypon- 
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atrema.  A careful  monitoring  of  prior  intake  and 
output  and  close  attention  to  weights,  changes  in 
serum  electrolytes,  hematocrit  and  blood  urea 
nitrogen  usually  gives  clues  as  to  the  patho- 
genesis of  the  disorder.  A helpful  technique  is  to 
sequentially  plot  changes  in  these  parameters  on 
graph  paper.  Looking  at  the  course  of  events  in 
such  a way  usually  enhances  ones  perspective  of 
the  problem.  The  accompanying  table  lists  the 
most  common  causes  of  hyponatremia  which  are 
discussed  in  more  detail  below. 

Artificially  lowered  serum  sodium  or  “pseudo- 
hyponatremia” can  be  seen  in  patients  with 
hyperlipidemia  and  hyperproteinemia.  The 
serum  sodium  is  not  associated  with  a decrease  in 
serum  osmolality  and  these  patients  are  usually 
asymptomatic.  Treatment  is  directed  toward  the 
correction  of  the  protein  or  lipid  abnormality. 
Any  patient  in  whom  one  finds  a low  serum 
sodium  in  the  face  of  normal  serum  osmolality 
should  have  serum  lipid  and  protein  determina- 
tions performed. 

One  of  the  more  common  causes  of  hypona- 
tremia occurs  when  there  is  an  accumulation  of 
solute  in  the  extracellular  fluid,  e.g.,  glucose. 
This  causes  shifts  of  fluid  from  the  intracellular 
to  extracellular  compartments.  Although  hyper- 
glycemia is  the  most  common  cause  of  solute 
accumulation,  patients  who  have  received  large 
doses  of  mannitol,  but  are  still  in  the  pre-diuretic 
phase,  can  present  in  a similar  manner.  A 1.6 
mEq./l.  decrement  for  every  100  mg.%  elevation 
of  the  blood  glucose  level  is  a useful  guideline  for 
predicting  the  reduction  of  serum  sodium  in  a 
hyperglycemic  patient.  In  addition,  of  course, 
they  may  have  other  causes  for  hyponatremia 
such  as  deficits  of  sodium  and  water  as  well  as 
hyperlipidemia.  Correction  of  the  hyperglycemia 
and  other  possible  abnormalities  results  in 
return  of  the  serum  sodium  level  to  normal. 
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Another  cause  of  hyponatremia  relates  to  the 
excessive  ingestion  of  fluids  and  in  particular, 
water.  Patients  have  been  described  who  con- 
sume almost  20  liters  a day  of  water  resulting  in 
an  increase  of  total  body  water  with  dilutional 
hyponatremia  and  low  serum  osmolality  re- 
sulting. In  a similar  vein,  patients  treated  with 
intravenous  fluids  with  hypo-osmolar  solutions 
can  similarly  develop  hyponatremia.  Although 
the  diluting  capacity  of  the  kidneys  is  normal, 
these  patients  are  unable  to  excrete  the  water  fast 
enough  to  maintain  - normal  tonicity.  Life 
threatening  water  intoxication  has  been  known 
to  occur  in  such  patients  who  in  addition 
develop  abnormalities  in  renal  diluting  capacity. 

Obviously  defects  in  water  excretion  resulting 
in  hyponatremia  have  been  described  in  other 
conditions.  These  include  several  endocrinopath- 
ies,  i.e.,  hypopituitarism,  hypothyroidism  and 
hypoadrenocorticalism.  In  addition,  postopera- 
tive and  postanesthetic  states  have  been  emplica- 
ted  as  have  patients  treated  with  oxytocin.  Part  of 
the  explanation  for  the  hyponatremia  in  these 
conditions  has  to  do  with  excessive  antidiuretic 
hormone  (ADH)  secretion. 

Increasing  recognition  of  water  retention  by 
the  antidiuretic  action  of  vasopressin,  the  hor- 
mone from  the  posterior  pituitary,  has  given  rise 
to  a whole  spectrum  of  causes  of  the  syndrome  of 
inappropriate  ADH  secretion  (SIADH).  SIADH 
is  characterized  by  hyponatremia  and  hypo- 
tonicity  of  the  plasma  resulting  from  the 
abnormal  or  unopposed  secretion  of  vasopressin. 
As  indicated  in  the  accompanying  table,  mul- 
tiple etiologies  can  be  implicated  in  this  syn- 
drome. Classically  these  patients  have  minimal 
symptoms  and,  in  contrast  to  states  in  which 
intravascular  volume  depletion  is  present,  these 
patients  usually  maintain  a normal  blood 
pressure.  High  urinary  sodium  concentrations 
are  usually  present  which  is  probably  due  to 
intravascular  volume  expansion  and  resultant 
“third  factor”  naturesis.  The  urine  osmolality  is 
usually  greater  than  the  serum  osmolality  and 
helps  to  establish  the  diagnosis.  Usually  fluid 
restriction  in  such  patients  results  in  reversal  of 
the  hyponatremia.  However,  when  life  threaten- 
ing symptoms  are  present  a more  aggressive 
approach  to  treatment  can  be  undertaken.  The 
use  of  hypertonic  saline  has  been  advocated  as  a 
temporizing  measure  and  recently  the  use  of 
intravenous  furosemide  has  been  described. 
After,  the  latter  is  given,  urinary  electrolyte  loss 
is  closely  monitored.  The  electrolytes  are  re- 


turned to  the  patient  in  terms  of  absolute 
concentration  so  that  the  free  water  that  is  lost  is 
not  replaced  and  thus  the  dilutional  hypon- 
atremia is  slowly  corrected.  Again  it  should  be 
pointed  out  that  these  latter  more  aggressive 
measures  are  usually  not  required  to  correct  the 
underlying  hyponatremia  in  SIADH. 

More  obvious  causes  for  hyponatremia  include 
loss  of  the  sodium  cation  in  excess  of  water 
resulting  in  decrease  in  effective  plasma  volume. 
This  in  turn  results  in  water  retention  as  a 
compensatory  mechanism  to  preserve  plasma 
volume.  This,  then,  enhances  the  hyponatremia 
as  antidiuretic  hormone  secretion  is  stimulated 
by  a decrease  in  circulating  volume  in  addition 
to  the  more  usual  changes  in  plasma  osmolality. 
Causes  for  sodium  depletion  range  from  urinary 
losses  due  to  various  varieties  of  renal  disease  all 
the  way  through  gastrointestinal  loss  due  to 
varying  gastrointestinal  pathology.  The  physical 
findings  usually  found  include  postural  hypo- 
tension, tachycardia  especially  on  assuming  the 
upright  posture,  decreased  skin  turgor,  rising 
blood  urea  nitrogen  out  of  proportion  to  serum 
creatinine,  reflecting  decreased  renal  perfusion 
and  a rising  hematocrit.  Obviously  therapy  is 
directed  to  repleting  the  acute  sodium  loss  and 
then  correcting  the  underlying  cause. 

Another  rare  condition  for  hyponatremia  has 
been  described  as  “essential  hyponatremia”. 
This  occurs  when  the  regulatory  mechanisms 
controlling  the  tonicity  of  the  body  fluids 
becomes  altered  in  such  a way  to  allow  a 
dilutional  state  to  persist  in  the  extracellular 
compartment.  Water  levels  are  handled  normally 
by  these  patients  and  there  is  no  evidence  for 
sodium  depletion.  The  dilutional  state  improves 
with  water  restriction  but  serum  sodium  levels 
and  osmolality  return  to  their  original  state  with 
the  resumption  of  normal  fluid  intake.  These 
patients  are  usually  asymptomatic  and  require 
no  treatment.  They  probably  represent  patients 
who  may  or  may  not  have  the  syndrome  of 
inappropriate  ADH  or  at  least  do  not  have 
recognizable  cause  for  the  condition  at  the  time 
they  are  studied. 

From  a clinical  point  of  view,  the  most 
difficult  problem  presented  by  a patient  with 
hyponatremia  is  whether  the  patient  is  suffering 
from  adrenocortical  hormone  deficiency.  If  there 
is  no  predisposing  history  to  suggest  it,  and  if  the 
patient  is  able  to  maintain  a blood  pressure 
without  postural  changes  a more  leisurely 
approach  to  the  problem  as  outlined  above 
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would  appear  indicated.  On  the  other  hand, 
whenever  doubt  is  expressed  about  adrenocorti- 
cal insufficiency  in  a seriously  ill  hyponatremic 
patient,  a glucocorticoid  should  be  administered 
after  obtaining  plasma  cortisol  levels  prior  to 
and  one  hour  after  administration  of  ACTH  or 
its  equivalent.  At  least  important  therapy  will 
not  be  withheld  and  if  it  is  shown  to  be  not 
needed,  it  can  be  discontinued  once  the  plasma 
cortisol  determinations  have  returned. 

In  summary  then,  there  are  multiple  causes  of 
hyponatremia  which  usually  can  be  clarified  by 
careful  history  and  review  of  the  patient’s 
clinical  record.  Any  patient  presenting  with 
idiopathic  hyponatremia  should  undergo  exten- 
sive evaluation  for  a correctable  lesion  can  be 
uncovered  and  the  patient  cured.  The  multiple 
causes  of  the  condition  which  are  amenable  to 
therapy  are  outlined  in  the  accompanying  table. 

CAUSES  OF  HYPONATREMIA 

I.  Pseudohyponatremia 
Hyperlipidemia 
Hyperproteinemia 

II.  Accumulation  of  Solute 
Hyperglycemia 
Administration  of  Mannitol 

III.  Water  Overload 

Compulsive  water  drinking 
Endocrinopathies 

a)  Hypopituitarism 

b)  Myxedema 

c)  Addison’s  Disease 
Postoperative  and  Postanesthetic  states 
Treatment  with  Oxytocin 
Syndrome  of  inappropriate  secretion  of 
antidiuretic  hormone 

(a)  Neoplasms  producing  ADH-like 
substances 

Carcinoma  of  the  lung,  duo- 
denum, pancreas. 

Thymona,  Hodgkin’s  Disease 

b)  Hemorrhage 

c)  Trauma 

d)  Pulmonary  Disease 

Pneumonia 

TB 


Fungal  Disease 
Abscess 

e)  CNS  Disorders 

Neoplasm 

Trauma 

SAH 

Meningitis 

Encephalitis 

Acute  Intermittent  Porphyria 
Gullian-Barre 

f)  Secondary  to  Endocrine  Disorders 

Hypopituitarism 
Addison’s  Disease 
Myxedema 

g)  Disorders  in  which  SIADH  plays  a 

role 

CHF 

Hepatic  Cirrhosis  with  ascites 
Hyponatremia  of  assisted 
ventilation 

h)  Drug  Induced 

Vasopressin 

Oxytocin 

Vincristine 

Sulfonylurea  — 

Chlorpropamide  and 

Tolbutamide 

Thiazide  Diuetics 

Atromid-S 

Tegretol 

Nicotine 

IV.  Sodium  Depletion 

V.  Essential  Hyponatremia 

Adapted  from  SIADH.  Disease-A-Month,  Nov.,  1973,  and  Hypon- 
atremia, Finkel,  Richard  M.,  Med.  Cl.  N.  Am..  May,  1972. 


BIBLIOGRAPHY 

1.  Taclob,  Lowell  T.  and  Needle.  Mark  A.:  Hyponatremic  Syn- 
dromes., Med.  Clin,  of  Ar.  Amer.  Vol.  57,  No.  6,  Nov.,  1973. 

2.  Bartter,  Frederic  C.:  The  Syndrome  of  Inappropriate  Secretion  of 
Antidiuretic  Hormone.  Disease-A-Month.  Novenber,  1973. 

3.  Michelis,  Michael  F.,  Warms,  Peter  C.,  Davis,  Bernard  B.:  An 
Approach  to  the  Diagnosis  and  Therapy  of  Hyponatremic  States, 
Military  Medicine.  1975. 

4.  Moses,  Arnold  M.,  and  Miller,  Myron:  Drug-Induced  Dilutional 
Hyponatremia,  N.  ].  Med..  Vol.  291,  No.  23,  December  5,  1974. 

5.  Finkel,  Richard  M..  Hyponatremia,  Med.  Clin,  of  N.  Amer.,  Vol. 
56,  No.  3,  May.  1972. 


ARIZONA  MEDICINE  g^Q 


Department  of 
Health  Services 


CERTIFICATE  OF  NEED  PROGRAM 
FOR  HEALTH  CARE 
INSTITUTIONS 


SUZANNE  DANDOY,  M.D. 

ACTING  DIRECTOR 

In  1971  the  State  Legislature  enacted  House 
Bill  15  which,  for  the  first  time  in  Arizona 
history,  required  that  an  applicant  wishing  to 
build,  expand  or  modify  a health  care  institution 
or  its  services  must  show  a public  need  for  the 
proposed  project.  Substantial  increases  or  de- 
creases in  medical  services,  as  well  as  the 
purchase  of  equipment  and  the  construction  of 
buildings  have  to  be  reviewed  in  respect  to  the 
needs  of  the  community. 

House  Bill  15  was  enacted  in  response  to  a 
need  for  some  system  of  legally  enforceable 
planning  for  health  facilities  and  services  to 
replace  the  traditional  voluntary  hospital  plan- 
ning system  which  the  legislature  felt  had  lost 
much  of  its  effectiveness.  The  need  for  planning 
was  particularly  urgent  in  Arizona,  where  rapid 
growth,  vast  distances  and  isolated  communities 
combined  to  make  facilities  planning  both  more 
exacting  and  more  essential.  The  obvious  alter- 
native to  orderly  planning  would  have  been 
perpetuation  of  shortages  in  some  areas,  dupli- 
cations in  other,  and  a predictably  inefficient  use 
of  available  manpower,  equipment  and  other 
resources  related  to  health  facilities.  These  and 
other  cause-and-effect  phenomena  were  widely 
recognized  by  1971,  and  it  is  no  coincidence  that 
House  Bill  15  was  endorsed  not  just  by  consumer 
groups  but  by  the  Arizona  Hospital  Association 
and  the  Arizona  Medical  Association. 

Arizona  was  among  the  first  states  to  enact 


such  legislation.  House  Bill  15  antedated  by  a 
year  similar  Federal  legislation,  which  was 
designed  to  assure  that  Federal  Medicare  funds 
would  not  be  used  to  support  unnecessary  capital 
expenditures  for  health  care  facilities. 

Arizona’s  statute  applies  to  all  hospitals, 
infirmaries,  nursing  care  institutions,  outpatient 
treatment  centers  and  residential  care  institu- 
tions. Private  offices  and  clinics  of  physicians 
and  certain  other  types  of  facilities  are  exempt. 

Applicants  must  demonstrate  not  only  public 
need  but  also  that  they  will  be  able  to  finance  the 
proposed  facility  or  service  and  then  properly 
staff,  equip  and  operate  the  project  once  it  has 
been  completed. 

This  year  there  was  a major  change  in  the 
Certificate  of  Need  Program  with  enactment  of 
House  Bill  2055.  This  legislation  added  pro- 
cedures and  standards  to  protect  the  rights  of 
applicants  in  the  review  of,  and  in  the  public 
hearings  on,  their  applications.  It  also  added  a 
right  of  appeal  to  the  Department  of  Health 
Services,  where  ultimate  responsibility  for  deter- 
mining public  need,  in  partnership  with  the 
local  health  planning  agency,  now  would  reside. 

Since  enactment  of  the  original  Certificate  of 
Need  legislation,  Arizona’s  mushrooming  pop- 
ulation has  created  a continuing  demand  for 
expansion  of  health  facilities.  Such  requests  are 
judged  in  the  light  of  the  Arizona  Plan  for 
Health  Facilities.  Recent  and  projected  editions 
of  the  Facilities  Plan  give  consideration  to 
alternatives  to  traditional  facilities  that  might 
provide  needed  health  services  more  effectively 
and  more  economically.  The  Department  of 
Health  Services  determines  the  overall  need  for 
facilities  and  services  for  each  county  and  then 
requests  that  the  local  health  planning  council 
determine  allocations  within  the  county. 

The  basic  concept  requiring  proof  of  public 
need  for  proposed  new  or  expanded  institutions 
is  as  sound  today  as  it  was  when  House  Bill  15 
was  enacted.  Implementation  of  the  new  pro- 
cedures and  standards  in  House  Bill  2055  has 
required  revision  of  regulations  and  will  require 
frequent  review  by  all  concerned  parties.  The 
Department  of  Health  Services  is  striving  to  carry 
out  the  intent  of  the  Legislature  to  reduce  or 
contain  unnecessary  facilities  and  costs  of 
services. 

If  you  wish  additional  information  concerning 
the  Certificate  of  Need  process,  call  Dan  Nehf, 
chief,  Bureau  of  Health  Facilities,  telephone 
271-5167. 
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Radiology 
Case  of  the  Month 


CASE  NUMBER  5 

JOHN  C.  BJELLAND,  M.D. 
IRWIN  M.  FREUNDLICH,  M.D. 


Figure  1 

Anterior-Posterior  View  of  Shoulder 


While  carrying  her  Christmas  shopping  bags, 
a young  female  tripped  and  fell  forward  from  a 
sidewalk  curb  onto  the  street.  At  the  emergency 
room  she  stated  that  since  the  accident  she 
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Figure  2 

Transthoracic  View  of  Shoulder 


cannot  move  her  painful  left  shoulder.  The 
patient  held  her  arm  in  internal  rotation  at  her 
side  with  full  extension  of  the  elbow.  The 
radiographs  obtained  at  that  time  are  seen  above. 
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POSTERIOR  SUB-ACROMIAL  DISLOCATION  OF  THE  SHOULDER 


Figure  3 
Normal  A-P 


As  compared  with  the  normal  set  of  shoulder 
radiographs  above,  the  patient’s  A-P  radiograph 
demonstrates  1.  a higher  projection  of  the 
humeral  head  in  the  humeral-glenoid  joint;  2.  a 
relative  emptiness  of  the  lower  portion  of  the 
glenoid  cavity;  3.  an  increased  lucent  gap 
between  the  curvilinear  opposing  surfaces  of  the 
humeral  head  and  glenoid  fossa;  4.  internal 
rotation  of  the  humeral  head,  which  can  be 
recognized  by  the  presence  of  the  lesser  tuberosity 
medially,  and  5.  loss  of  the  normal  vertical 
elliptical  shadow  of  the  joint,  normally  seen 
secondary  to  the  overlap  of  the  medial  aspect  of 
the  humeral  head  on  the  glenoid  labium.  A 
comparison  of  the  transthoracic  views  of  the 
shoulders  show  the  radiographic  superimposi- 
tion of  the  humeral  head  on  the  glenoid  fossa. 

The  radiographic  diagnosis  of  a posterior 
shoulder  dislocation  hinges  on  the  somewhat 
subtle  roentgenographic  findings  that  can  be 
appreciated  primarily  on  the  A-P  projection. 
Most  of  these  signs  are  related  to  the  degree  of 
internal  rotation  of  the  humeral  head  that  occurs 
subsequent  to  the  dislocation.  This  internal 
rotation  is  for  the  most  part  the  result  of  muscle 
spasm  that  occurs  in  the  subscapularous  muscle, 
which  inserts  on  the  medial  aspect  of  lesser 
tuberosity  of  the  humerus.  In  addition,  there  is  a 
anteromedial  pull  on  the  humeral  head  by  the 
tendon  of  the  long  head  of  the  biceps. 

Clinically  the  diagnosis  is  made  by  history  of 
trauma  to  the  adducted  and  internally  rotated 
extremity.  Often  the  mechanism  of  injury  is  a 
fall  while  the  patient  is  carrying  a large  object 
with  both  arms,  as  one  normally  does  a large,  full 


Figure  4 

Normal  Transthoracic 


grocery  bag.  With  the  arms  in  such  a position  the 
head  of  the  humerus  is  forced  posterolaterally 
out  of  the  glenoid  fossa  and  is  jammed  tightly 
between  the  posterior-inferior  margin  of  the 
acromion  and  the  posterior  rim  of  the  glenoid. 
Thus,  a posterior  dislocation  is  sub-acromial. 

On  physical  examination  the  involved  cora- 
coid process  is  quite  prominant  with  an  absence 
of  the  humeral  head  from  its  normal  position. 
There  is  marked  limitation  of  abduction  and 
external  rotation.  The  arm  is  usually  held 
adducted  at  the  patient’s  side  in  internal  rotation 
with  full  extension  at  the  elbow. 

Posterior  dislocation  accounts  for  approxi- 
mately 3%  of  all  shoulder  dislocations,  although 
about  50%  of  all  dislocations  involve  the  shoul- 
der. Of  anterior  dislocations,  subcoracoid  dis- 
location occur  most  commonly  with  subglenoid, 
subclavicular  and  inferior  (luxatio  erecta,  i.e.  the 
humeral  head  inferior  to  the  glenoid  with  the 
extremity  in  full  abduction)  quite  rare. 

In.  conclusion  it  should  be  noted  that  20%  of 
shoulder  dislocations  have  associated  fractures, 
which  are  often  best  diagnosed  on  the  important 
post-reduction  radiographs.  These  related  fract- 
ures usually  consist  of  avulsion  fractures  of  the 
greater  tuberosity,  neck  of  the  humerus  or  the 
glenoid  labium. 
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NO  ONE  IS  WISER  THAN  YOU 


WILLIAM  B.  McGRATH,  m.d. 

People  commonly  speak  of  feelings  of  in- 
adequacy or  inferiority.  Correction:  one  thinks  of 
ways  in  which  he  might  be  inadequate  and 
therefore  feels  insecure. 

As  with  “feelings”  of  guilt,  there  is  a difference 
between  thoughts  (reality  testing)  and  feelings 
(emotional  reactions),  and  it  is  signifiant.  Not  to 
make  the  distinction  is  neurotic. 

Anyway,  a so-called  “inferiority  complex”  can 
be  needlessly  crippling.  It  can  block  a person 
from  the  whole-hearted  exercise  of  his  talents. 
Better  not  to  compete  at  all  than  to  risk  failure 
and  rejection.  More  comfortable  not  to  exert  full 
effort  than  by  doing  so  to  prove  mediocrity.  One 
will  not  attempt  anything  out  of  the  ordinary  or 
try  to  excel  because  he  supposes  that  someone  else 
could  do  it  better.  The  more  intelligent  a man  is, 
the  more  he  is  aware  of  his  own  imperfections. 

Now  we  need  to  spotlight  an  even  more 
important  distinction.  Inadequacy  may  or  may 
not  be  a fact.  Inferiority  is  never  a fact;  it  is  a 
relation.  Any  relation,  any  ranking,  is  entirely 
artificial.  Every  comparison  is  unreal! 

This  specter,  the  illusion  of  comparison, 
haunts  us  to  a monstrously  pervasive  and 
perturbing  degree.  The  child’s  scholastic  achieve- 
ment is  graded  and  he  is  in  the  upper  or  middle 
or  lower  third  of  his  class.  One  makes  the  first  or 
second  team.  Another  gets  the  most  Valentines,  a 
measure  (sic)  of  popularity. 


You  can  hardly  conceive  anything  in  adult  life 
that  is  not  a matter  for  competition  and  contest. 
The  women  go  to  Atlantic  City  and  the  athletes 
to  the  Olympics.  Actors  vie  for  Oscars  and  the 
New  York  Times  publishes  a best  sellers  list.  In  a 
business  office  are  prominently  posted  the 
weekly  or  monthly  rankings  of  the  salesmen. 

Granted  that  some  of  this  competition  is 
unavoidable  or  necessary  and  appropriate;  but, 
please,  not  all  of  it  or  always! 

It  is  intelligent  (scientific)  to  recognize  sim- 
ilarities and  differences.  It  is  wise  (philosophic) 
never  to  forget  that  relationships  exist  only  in  the 
bubbling  oatmeal  of  the  human  mind.  In  reality, 
to  repeat,  nothing  is  comparable  with  anything 
else. 

There  is  a mode  of  thinking,  a companion  to 
our  ingrained  habits,  which  the  mature  person 
might  well  befriend.  It  takes  some  mental 
discipline  to  put  the  principle  into  practice.  But, 
oh,  is  it  worth  it! 

The  chap  next  door  is  a surgeon.  He  goes 
about  his  work  and  he  is  competent.  God  forbid 
that  he  should  agitate  himself,  looking  out  the 
corner  of  his  eye  to  see  where  he  ranks  in  some 
juvenile  type  of  scale.  Neither  will  be  invite  or 
tolerate  ranking  by  others. 

Let’s  say,  your  wife  is  an  attractive  woman. 
Period.  She  is  not  prettier  than  one  woman  or 
less  pretty  than  another.  She  is  not  in  a chorus 
line.  Her  attractiveness  is  unique.  And  as  such  it 
is,  in  a way,  absolute.  If  she  can  grasp  this 
concept  she  will  have  no  grounds  for  envy  or 
jealousy  or  notions  of  inferiority. 

There  is  a painting  in  my  study.  Enough  said. 
It  is  not  better  or  worse  than  the  one  on  your 
wall.  I’d  be  doing  it  a lunatic  disservice  to  put 
some  other  pictures  on  top  of  it  and  some 
underneath  it.  Do  you  recognize  that  I would 
then  lose  sight  of  it? 

The  White  House  ruin  in  Canyon  de  Chelly  is 
endearingly  beautiful.  So  are  the  Pleiades.  The 
beauty  of  the  one  does  not  lessen  the  beauty  of 
the  other.  The  beauty  of  each  is  incomparable, 
absolute. 

Long  ago  the  Delphic  Oracle  spoke:  “No  one 
is  wiser  than  you.”  It  could  have  rounded  out  the 
aphorism:  “And  no  one  is  more  foolish.”  You  are 
you,  by  yourself  — and  that  is  a fact.  When  you 
keep  in  mind  that  ideas  of  inferiority  or 
superiority  are  fictions,  you  will  become  more 
philosophical. 
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REPORT  ON  THE 
HOUSESTAFF  SECTION 
TO 

ArMA 

COY  Z.  FOSTER,  M.D. 

CHAIRMAN 

What  we  envision  as  a unique  and  highly 
viable  Housestaff  Section  to  ArMA  has  taken 
shape  since  its  creation  last  April  by  action  of  the 
House  of  Delegates. 

The  response  of  Arizona’s  more  than  600 
housestaff  physicians  to  the  new  organization 
has  certainly  been  favorable  to  date,  with  more 
widespread  participation  expected  once  the 
Section  is  fully  organized  and  specific  programs 
are  underway. 

Most  housestaff  physicians  are  keenly  aware 
that  they  must  take  an  active  role  in  discussions 
shaping  the  future  of  medicine.  They  know  that 
the  decisions  being  made  today  by  organized 
medicine,  by  government  leaders  and  others  will 
affect  them  for  the  next  35  or  40  years. 

By  identifying  and  working  together  on 
mutual  problems  and  concerns  facing  housestaff 
members  and  experienced  physicians,  we  know 
the  exchange  can  and  will  be  highly  beneficial. 

Since  its  inception  last  spring,  the  Section  has 
elected  an  executive  committee  composed  of 
representatives  from  all  teaching  programs  in  the 
state,  prepared  bylaws,  begun  work  on  estab- 
lishing our  priorities,  and  held  a highly- 
successful  workshop  program.  The  executive 
committee  includes  ex-officio  members  repre- 
senting the  Arizona  Chapter  of  AMSA,  and 
osteopathic  house  staff  members  in  the  state. 

Under  the  resolution  adopted  by  the  House  of 
Delegates,  the  Housestaff  Section  will  have  two 
delegates  in  the  House,  and  I,  as  Section 
chairman,  attend  meetings  of  the  ArMA  Board  of 
Directors.  Representatives  are  also  being  named 
to  various  standing  committees  of  ArMA. 

Other  elected  Section  officers  are  Dr.  Martin  D. 


Participants  at  the  recent  workshop  session  sponsored  by  the 
Arizona  Housestaff  and  Physicians  National  Housestaff 
Association  included  (from  left)  Dr.  Jay  Harness,  chairman  of 
the  Intern  8c  Resident  Business  Session  of  the  AMA;  National 
Council  of  PNHA  representative  Dr.  James  C.  MacIntyre;  Dr. 
Gordon  Tobin  of  Tucson,  IRBS  vice  chairman,  AMA 
Housestaff  Affairs  Director  Gary  Fetgatter;  Dr.  Dan  M. 
Asimus,  PNHA  vice  president;  AMA  Board  of  Directors 
member  Dr.  Daniel  T.  Cloud  of  Phoenix;  and  Dr.  Coy  Z. 
Foster,  chairman  of  the  Arizona  Housestaff  Section. 


Mollen  as  vice  chairman  and  treasurer;  Dr.  Alan 
L.  Engelberg  as  secretary  and  newsletter  editor; 
Drs.  Harrison  G.  Butler  and  Alexander  Kelter  as 
delegates  to  the  ArMA  House  of  Delegatespand 
Dr.  William  H.  Ragle  as  alternate  delegate. 

The  day-long  workshop  program,  which  was 
held  in  early  October,  served  to  identify  major 
areas  of  potential  involvement  by  house  staff 
members.  These  discussions  underscored  the  fact 
that  house  staff  members  share  virtually  all  of  the 
concerns  of  more  experienced  physicians,  includ- 
ing patient  care  issues,  legislative  matters  and 
other  problem  areas.  Yet  further,  the  workshop 
presentations  illustrated  the  distinctive  interests 
of  house  staff  members  that  do  not  affect  most 
older  physicians.  These  include  our  specific 
concerns  over  training  programs,  contracts, 
moonlighting,  due  process  and  related  topics. 

We  feel  our  experience  to  date  is  unique 
compared  with  certain  other  areas  of  the  country 
in  that  we  have  received  total  support  and 
encouragement  from  the  Association,  its  officers 
and  staff.  I specifically  wish  to  express  our 
appreciation  for  the  supportive  counsel  of  Dr. 
Daniel  Cloud,  who  has  repeatedly  taken  time  out 
from  his  practice  and  duties  as  an  AMA  Trustee 
to  assist  us  in  may  ways. 

This  relationship  with  the  Association  points 
to  a highly  viable  Housestaff  Section  in  the 
months  and  years  ahead,  and  I look  forward  to 
reporting  our  progress  in  a future  issue  of 
“Arizona  Medicine”. 


gg4  DECEMBER  1 975  • XXXII  • 12 


THE  THREAT  OF  NATIONAL 
HEALTH  INSURANCE  TO 
PREVENTIVE  PROGRAMS 

Nearly  60  years  ago,  the  Medical  and  Chi- 
rurgical  Faculty  of  Maryland  was  issued  a 
warning  strikingly  relevant  today: 

With  the  appropriations  for  health  insur- 
ance running  into  millions  of  dollars  annu- 
ally it  goes  without  saying  that  legislative 
bodies  will  not  materially  increase  the  appro- 
priations for  their  health  departments.  Owing 
to  this  fact,  there  is  a decided  probability  of 
sickness  insurance  acts  endangering  the  very 
existence  of  State  health  departments  by 
absorbing  all  of  the  funds  available  for  health 
work.  Our  statesmen  and  lawmakers  must, 
therefore,  be  careful  that  proper  and  ample 
provisions  are  made  for  health  machinery  in 
any  sickness  insurance  act.1 
I hope  the  United  States  is  closer  to  National 
Health  Insurance  now  than  it  was  in  1917,  but  I 
share  the  concern  of  Drs.  Warren  and  Syden- 
stricker  that,  in  providing  for  the  cost  of  personal 
health  services,  we  do  not  lose  sight  of  the  need  to 
preserve  and  maintain  population-directed  and 
preventive  health  programs.  Immunizations, 
tuberculosis  control,  venereal-disease  programs, 
and  pediatric  prevention  programs  have  benefits 
that  extend  beyond  individuals  to  whole  popula- 
tions. Protection  must  remain  in  place  for 
populations  at  risk  from  hazards  such  as  lead 
paint,  malnutrition,  rats,  occupational  expo- 
sures, unsafe  drinking  water  and  foodborne 
illness.  Yet  it  seems  to  me  that  the  benefits  of 
preventive  health  measures  for  target  popula- 
tions may  be  imperiled  by  the  politics  of 
achieving,  at  long  last,  national  insurance  for 
personal  health  services. 

The  total  cost  of  population-directed  and 
preventive  programs  in  the  United  States,  both 
in  and  out  of  government  health  departments,  is 
less  than  five  billion  dollars  annually,  or  less 
than  4 per  cent  of  the  total  cost  of  health  services. 
National  health  insurance  will  not  sustain  these 
public-health  programs;  it  will  pay  only  for  the 
personal-health-service  components.  Why 
should  that  concern  us?  Surely,  the  public-health 
programs  are  well  established  and  will  continue. 
Or  will  they? 


Both  the  British  and  Canadian  experiences 
with  national  health  insurance  suggest  that  the 
United  States  should  take  special  care  to  protect 
public-health  programs  in  an  era  dominated  by 
personal  health  services.  For  example,  many  of 
us  will  believe,  as  physicians  in  Britain  and 
Canada  did,  that  since  national  health  insurance 
pays  for  doctors’  visits  and  pays  for  vaccines, 
adequate  immunization  levels  will  be  main- 
tained. Not  so.  In  both  Britain  and  Canada,  after 
several  years  of  national  health  services  and 
provincial  sickness  insurance  schemes,  health 
programs  directed  at  hazards  to  the  population 
are  now  being  redesigned,  revived  and  rebuilt  to 
recapture  the  target  populations  for  effective 
prevention.2  In  short,  the  notion  that  personal 
health  services  could  substitute  for  public-health 
programs  was  wrong. 

Anyone  who  has  followed  Congressional 
activity  around  national  health  insurance  is 
aware  that  each  proposal  has  a price  tag  in  “new 
dollars.”  (These  are  dollars  not  found  in  current 
government  health  programs,  state  or  federal). 
The  tags  range  from  $73  billion,  for  the  most 
expensive  Kennedy  bill,  to  $3.6  billion  for  the 
Long-Ribicoff  program  for  catastrophic-illness 
coverage.3  Each  sponsor  manipulates  the  num- 
bers to  make  the  price  as  low  as  possible.  One 
way  this  has  been  done  is  to  deduct  expenditures 
for  population-directed  and  preventive  programs 
currently  financed  by  the  government  from  the 
new  dollar  cost  of  national  health  insurance. 
However,  national  health  insurance  will  pay  for 
only  personal-health-services  components  of 
these  programs,  omitting  outreach,  monitoring, 
and  environmental-control  efforts  in  the  process. 
In  other  words,  Congress  may  gut  productive 
public-health  activities  under  the  mistaken  belief 
that  they  would  be  sustained  by  national  health 
insurance. 

How  can  we  avert  this  setback?  Could  not 
national  health  insurance  and  better  population- 
directed,  preventive  programs  emerge  together? 
Of  course  they  could.  Minimum  standards  for 
public-health  programs,  directed  at  identifiable 
populations,  can  be  specified  both  by  content 
and  outcome.  Every  state  and  locality  could  then 
be  required  to  meet  these  standards  before  the 
federal  government  extended  insurance  coverage 
for  personal  health  services.  Surely,  it  is  only 
reasonable  to  ask  that  people  receive  these  highly 
cost-effective  public-health  benefits  before  tax 
dollars  are  spent  on  personal  health  services. 
This  process  need  not  delay  the  arrival  of 
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national  health  insurance,  since  federal  cost 
sharing  with  states  and  localities  should  en- 
courage quick  achievement  of  the  essential 
minimum  standards. 

As  a first  step,  we  should  ask  the  Congress  to 
fund  a project  by  the  Center  for  Disease  Control 
or  by  the  Institute  of  Medicine  of  the  National 
Academy  of  Sciences  to  develop  such  standards. 
Unlike  the  ordeal  of  standard  setting  by  PSRO’s, 

I think  this  job  could  be  done  in  a year. 
Professional  agreement  should  be  far  easier  to 
achieve  in  this  limited  area  of  medicine  than  in 
the  expanse  of  personal  health  services.  Once  set, 
the  standards  may  be  incorporated  into  a special 
cost-sharing  provision  of  all  the  national-health- 
insurance  proposals  in  the  next  Congress.  It 
would  be  unique  perhaps,  but  extremely  worth- 

HEW  THE 

Doctor  0.  J.  Blende  sends  along  “Highlights 
of  Testimony  on  the  1976  Budget,”  presented  to 
the  House  Appropriations  Subcommittee  on 
Labor— H.E.W.— By  the  the  Association  of  Ameri- 
can Physicians  and  Surgeons  May  15,  1975.”  This 
testimony  was  presented  “not  to  ask  for  subsidies, 
but  to  set  in  motion  some  incisive  ideas  that  may 
help  restrain  this  Committee— and  the  Congress— 
from  continuing  the  catastrophic  climb  on  HEW 
spending.”  Would  that  it  worked. 

Indeed  it  is  shocking  to  learn  that  HEW  spend- 
ing in  1974  was  348%  of  all  Farm  Income  and 
144%  of  all  net  profits  of  all  corporations,  more 
than  the  combined  Farm  Income  and  Net  Profits 
of  all  corporations,  nearly  60%  of  all  tax  income 
in  the  United  States. 

In  the  same  year,  1974  the  total  tax  bite  local, 
state,  federal,  of  all  incomes,  was  48%  of  each 
dollar  you  earned.  The  total  HEW  spending  for 
1974  was  97  billion  dollars. 

Payments  to  Doctors 
Medicare  2.595 
Medicaid  0.656 

Total  payments  3.251 

So  of  the  $97  billion  ladeled  out  by  this  massive 
Federal  Bureau  HEW  on  3%  went  to  physicians 
for  medicare  and  medicaid  payments. 

Like  most  testimony  before  congressional  com- 
mittees, it  probably  wound  up  in  the  Congres- 
sional Record  and  totally  ignored.  If  only  there 
could  be  an  irresistable  avalanche  of  such  testimony 
that  would  finally  get  the  attention  of  the  Congress. 

—Editor 
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while,  if  we  could  avoid  the  mistakes  of  others, 
and  maintain  our  most  effective  public-health 
programs  while  generating,  at  last,  nationwide 
financial  protection  for  personal  health  services. 

ANTHONY  ROBBINS,  M.D. 

Vermont  State  Health 
Department 
Burlington,  VT  05401 
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BIG  SPENDER 

Highlights  of  testimony  on  the  1976  HEW 
Budget,  presented  to  House  Appropriations 
Subcommittee  on  Labor-HEW  — By  the 
Association  of  American  Physicians  and 
Surgeons,  May  14,  1975* 

Mr.  Chairman  and  Members  of  the  Committee: 
Thank  you  for  this  opportunity  to  present  the 
views  of  the  Association  of  American  Physicians 
and  Surgeons,  a nationwide  organization  of 
physicians  and  surgeons  who  take  care  of 
patients. 

Members  of  our  Association  are  dedicated  to 
the  ethics  of  the  Physicians’  Oath  of  Hippocrates 
to  which  medical  doctors  have  bound  themselves 
for  over  2,000  years,  and  the  principles  of 
individual  liberty  to  which  the  founders  of  the 
United  States  of  America  pledged  their  lives, 
fortunes  and  sacred  honor. 

We  sought  this  opportunity  to  testify,  not  to 
ask  for  subsidies,  but  to  set  in  motion  some 
incisive  ideas  that  may  help  restrain  this 
Committee — and  the  Congress — from  continu- 
ing the  catastrophic  climb  in  HEW  spending. 
Sharp  reductions  in  the  HEW  Budget  for  1976 
will  also  reduce  the  pressures  for  passage  of 
multi-billion-dollar  proposals  to  politicalize 
private  health  insurance  for  unemployed  (such 
as  HR-5970);  and  the  more  costly  proposals 
deceptively  labeled  “national  health  insurance” 
that  would — if  enacted — completely  politicalize 
all  medical  care,  and  might  well  bankrupt  the 
nation. 

Incisive  ideas  we  seek  to  set  in  motion  in  our 
testimony  are  contained  in  charts  and  graphs, 
which  we  hope  will  convey  meaningful  mess- 


ages  to  many  of  your  colleagues  through  the 
printed  Hearings.  We  plan  to  invite  your 
colleagues’  constituents  to  help  convey  these 
messages  to  their  Congressman  . . .* 

What  the  Committee  and  the  Congress  have  to 
decide  is  this: 

Will  we  continue  on  down  the  road  that  these 
charts  show  we  are  going  by  throwing  the 
gasoline  of  more  government  spending  on  fires 
of  inflation  which  will  further  debauch  the 
currency,  cheat  people  out  of  their  earnings,  and 
pave  the  way  for  destruction,  tyranny,  and  the 
failures  of  political  control  of  all  our  private 
affairs? 

Or — will  we  stop  the  irresponsible  increases  in 
government  spending  in  order  to  restore  honesty 
in  money,  and  thereby  facilitate  a producive, 
free-choice,  willing-exchange  economy  upon 
which  all  the  successes  of  the  United  States  are 
based5 

As  we  reap  the  whirlwind  of  failure  to  follow  a 
common-sense  fiscal  policy,  it  is  pertinent  to 
point  out  that  Russia  early  in  the  twentieth 
century  was  deliberately  driven  through  a period 
of  increased  government  spending  for  the  express 
purpose  of  destroying  private  capitalism.  In  the 
1917  selected  works  of  Lenin  is  this  significant 
statement: 

“State  Monopoly  capitalism  is  the  fullest 
material  preparation  for  socialism;  it  is  its 
threshold;  it  is  that  rung  on  the  historical  ladder 
between  which  and  the  rung  called  socialism 
there  are  no  intervening  rungs.” 

Even  John  Maynard  Keynes,  the  Fabian- 
Socialist  economist  whose  disciples  have  mislead 
the  free  world,  recognized  the  deadly  trap  of 
inflation.  In  his  book,  “The  Economic  Con- 
sequences of  the  Peace,”  beginning  on  Page  235, 
he  said: 

“Lenin  is  said  to  have  declared  that  the  best 
way  to  destroy  the  capitalist  system  was  to 
debauch  the  currency.  By  a continuing  process  of 
inflation,  governments  can  confiscate,  secretly 
and  unobserved,  an  important  part  of  the  wealth 
of  their  citizens. 

“By  this  method,  they  not  only  confiscate,  but 
they  confiscate  arbitrarily,  and  while  the  process 
impoverishes  many,  it  actually  enriches  some. 
The  sight  of  this  arbitrary  rearrangement  of 
riches  strikes,  not  only  at  security,  but  at 
confidence  in  the  equity  of  the  existing  distribu- 
tion of  wealth. 


“ Those  to  whom  the  system  brings  windfalls, 
beyond  their  deserts  and  even  beyond  their 
expectations  or  desires,  become  “profiteers,” 
who  are  the  object  of  hatred  of  the  bourgeoise, 
whom  the  inflation  has  impoversihed,  not  less 
than  the  proletariat. 

“As  the  inflation  proceeds  and  the  real  value  of 
the  currency  fluctuates  wildly  from  month  to 
month,  all  permanent  relations  between  debtors 
and  creditors,  which  forms  the  ultimate  founda- 
tion of  capitalism,  become  so  utterly  disordered 
as  to  be  almost  meaningless;  and  the  process  of 
wealth-getting  degenerates  into  a gamble  and  a 
lottery. 

“Lenin  was  certainly  right.  There  is  no 
subtler,  no  surer  means  of  overturning  the 
existing  basis  of  society  than  to  debauch  the 
currency.  The  process  engages  all  the  hidden 
forces  of  economic  law  on  the  side  of  destruction, 
and  does  it  in  a manner  which  not  one  man  in  a 
million  is  able  to  diagnose. 

“In  the  latter  stages  of  the  war  all  the 
belligerent  governments  practiced,  from  neces- 
sity or  incompetence,  what  a Bolshevist  might 
have  done  from  design.  Even  now,  when  the  war 
is  over,  most  of  them  continue  out  of  weakness 
the  same  malpractices. 

“But  further,  the  Governments  of  Europe, 
being  many  of  them  are  at  this  moment  reckless 
in  their  methods  as  well  as  weak,  seek  to  direct  on 
to  a class  known  as  “profiteers”  the  popular 
indignation  against  the  more  obvious  conse- 
quences of  their  vicious  methods.  These  “pro- 
fiteers” are,  broadly  speaking,  the  entrepreneur 
class  of  capitalists,  that  is  to  say,  the  active  and 
constructive  element  in  the  whole  capitalistic 
society,  who  in  a period  of  rapidly  rising  prices 
cannot  help  get  rich  quick  whether  they  wish  it 
or  desire  it  or  not.  If  prices  are  continually  rising, 
every  trader  who  has  purchased  for  stock,  owns 
property  and  plant,  inevitably  makes  profits.  By 
directing  hatred  against  this  class,  therefore,  the 
European  Governments  are  carrying  a step 
further  the  fatal  process  which  the  subtle  mind  of 
Lenin  had  consciously  conceived.” 

Translated:  Put  the  central — government  suc- 
tion pump  of  inflation  on  the  pocketbook  of 
every  private  citizen — suck  most  of  the  earnings 
out  of  the  private  sector  into  the  public  sector — 
and  the  country  will  collapse  into  socialistic 
dictatorship! 


ARIZONA  MEDICINE 


967 


ESTIMATED  COST  OF 

GOVERNMENT  MEDICINE  FOR  UNEMPLOYED  (BILLIONS) 


COMPULSORY 

POLITICAL  MEDICINE 

( Kennedy  - Co rmon) 

$ Cost  per  Person 

( AVERAGE ) 


PRESENT  COST  OF  ACTUAL  ADJ.  ADJ. 

MEDICAL  CARE  COST  ESTIMATES  OF  (K~C) 


Cost  of 

COMPULSORY  POLITICAL 

Medicine  for  ALL 
( Kennedy  — C orman) 


($  BILLIONS) 


Source:  H.E.W.,  '76  Budget 

aIxps 


$388 


$829 


H.E.W.  PROBABLE  Fed  Exp 

ESTIMATE  lst  . I0,h  Total 

(Current  Calendar) 


COMPULSORY 
POLITICAL  MEDICINE 


$ Cost  per  Family  of 


4 

12,616 


aUps 


• $8,031 

Av.  Annual  Earning* 
P«r  Worker 
(S.C.B.  4/75) 


PRESENT  COMBINED 
COST  Gov't  8t  Pvt. 


2,400 


H E W. 
ESTIMATE 


'////,  '//// 

ADJUSTMENT 
l»t  YR  10th  YR 
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HEW  vs  FARM  INCOME 


aIvps 


vs  CORPORATE  PROFITS 


Billions 

1. 

H.E.W.  Spending  1974  actual 

$100,875 

2. 

Farm  Income  1974  actual 

29.100 

3. 

All  Corp.  Profits  After  Taxes 

1974  annual  rate 

69.900 

$99,000 

H.E.W.  Spending  in  1974  was: 

348%  of  all  Farm  Income 
144%  of  all  Net  Profits  of 
all  Corporations 

more  than  the  combined  Farm  Income 
and  Net  Profits  of  all  Corporations. 


Sources : 

1.  U S.  Budget,  FY  1976,  p.56 

2.  Survey  of  Curr.  Bs.,  April  1975,  p.  15,  Table  7 

3.  Ibid.  p.  16 , Table  10 


100.9 


H.E.W. 


H.E.W.  Spending 
vs 

Farm  Income  & 

Corporate  Profits 

1974  actual  ( $ BIL  LIONS) 


69.9 


29.1 


Sources:  Survey 
of  Curr.  Bs. 
Apr.  '75 
US  Budget 
FY  76 


CORP. 


FARM 


HR  5970 

Underestimates  by  H.E.W.  of  Medicare  Part  A (Hospital)  Costs  Compared  with  Actual  Costs 
and  Applied  to  Estimated  Costs  of  HR  5970  (Billions) 


Commerce  Committee 
Version  of  HR  5970 


Unemployed  who: 

1.  Had  health  insurance  1.6 

2.  Had  no  health  insurance  0.55 


Total  2.15 

Ways  8c  Means  Committee 

Version 

Title  (1%  Employer  tax)  2.5 

Title  II  (Transition  tax)  1-7 

Title  III  (Other  technical  costs)  0.180 

to 

0.800 

Total  4.380 

to 

5.0 


Above  data  shows  that  if  you  apply  the  actual  cost  of 
Medicare  Part  A Hospitalization  for  the  first  year  to  the 
H.E.W.  estimated  cost,  the  actual  was  understated  300%.  For 
the  tenth  year,  the  underestimate  was  641%.  Applying 
H.E.W’s  Medicare  miscalculations  to  the  Commerce  Corn- 


First  Year  Tenth 
of  Medicare  Year 

H.E.W.  underestimates  -300%  -641% 

Applied  to  HR  5970 

4.8  10.3 

1.7  3.5 


6.5  13.8 


7.5  16.0 

5.1  10.9 

0.5  1.2 

to  to 

2.4  5.1 

13.1  28.1 

to  to 

15.0  32.0 

mittee’s  version  of  HR  5970  the  first  year  cost  of  HR 
5970would  be  $6.5  billion,  jumping  to  $13.8  billion  for  the 
tenth  year.  These  probable  costs  of  HR  5970  would  be  even 
higher  under  the  Ways  and  Means  Committee  version. 
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PERCENTAGE  OF  PAYMENTS 
TO  DOCTORS  FOR 
MEDICARE  AND  MEDICAID 
OUT  OF 

TOTAL  H.E.W.  SPENDING 


TOTAL  H.E.W.  SPENDING 
FOR  1974  = $ 97  BILLION 

aUps 


ONLY  3.3% 


“When  the  federal  bureaucracy  blames  doctors  for  the 
increased  cost  of  HEW,  this  canard  should  be  laid  to  rest  by 
every  person  interested  in  the  truth  and  the  credibility  of  our 
government.” 


PAYMENTS  TO  DOCTORS 
IN  1974: 

FOR  MEDICARE  =$  2.595 
FOR  MEDICAID  = .656 

TOTAL  PAYMENTS  = $ 3.251 

Source:  U.S.  Budget  Special  Analysis  Fiscal 
Year  1975,  p.  148-149 


“Out  of  the  $97  billion  spent  by  HEW  in  1974,  only  3.3% — 
$3,251  billion — was  in  Medicare  and  Medicaid  payments  to 
doctors.” 


$28  3 


“This  chart  compares  the  medical  and  health  spending  by 
the  federal  government  with  that  of  state  and  local 
governments.  In  1929,  such  federal  spending  was  much  less 
than  state  and  ! >cal  spending,  and  continued  to  be  less  in 
1965.  But  in  1970  the  comparison  was  much  different,  and  in 
1974  when  HEW  spent  more  than  $28  billion,  local  and  state 
govern  .ents  spent  less  than  half  that  amount.  This  is  what 
happens  w hen  centralized  government  makes  puppets  out  of 
local  and  state  governments-by  the  device  of  spend  and  spend, 
tax  and  tax,  elect  and  elect.” 


COMPARISON  OF  PUBLIC  AND  PRIVATE 
SPENDING  FOR  HEALTH 


“This  chart  comparing  public  and  private  spending  for 
health  is  based  on  data  in  the  January,  1975,  SOCIAL 
SECURITY  BULLETIN  which,  by  its  comments  appears  to 
take  pride  in  the  fact  that  public  spending  for  health  which 
was  about  25%  of  all  spending  in  1960,  has  now  risen  to 
become  nearly  half  of  all  spending  for  health.” 
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H.E.W.  Ars 

Spending 


“This  chart  shows  that  in  1960,  profits  after  taxes  of  all 
corporations  in  the  United  States  were  $26.7  billion,  and  that 
HEW  spending  was  much  less.  But  in  1974,  HEW  spent  more 
than  all  the  profits  after  taxes  of  all  corporations.  In  other 
words,  if  all  the  income  of  all  corporations  were  confisca- 
ted— this  amount  would  not  now  pay  for  HEW  spending. 


MEDICARE  COST 
ESTIMATED  v ACTUAL 
(Billions) 


'65  '66 


68 


'70 


'74  '75 


Totci  I 


Actual 


$ 1 4.9  (estj 


/ 

$I3*I09 


$8.6 


$7.2 

j vv$5-0  Hospitals 


Actual 


$3.5 

$27 
I 

$12  : : : 

.9  H.E.W.  Estimates 


.,-.$1.4 


A'APS 


•.$1.7 


“This  chart  shows  that  in  estimating  Medicare  costs,  HEW 
actuaries  promised  on  a pile  of  statistics  that  in  the  first  year 
of  operation,  it  would  cost  only  $900  million — and  that  the 
cost  would  gradually  go  up  to  $1.7  billion  in  1975. 

“W'hile  there  were  strong  objections  by  doctors  and  others 
to  the  acceptance  of  these  HEW  Medicare-cost  estimates, 
Congress  at  that  time  apparently  did  not  see  through  the 
misrepresentations  and  chicanery  of  the  bureaucracy,  and 
irresponsibly  chose  to  believe  the  bureaucratic  sooth-sayers 
who  had  an  interest  in  betraying  the  people. 

“Actual  hospital  costs  the  first  year  were  more  than  double 
the  amount  HEW  promised,  and  are  now  $10.9  billion  per 
year.  When  supplemental  medical  program  costs  are  added, 
total  annual  Medicare  costs  are  now  estimated  at  $14.9 
billion.” 


MEDICARE  COSTS 

(HOSPITAL) 

Estimated  v Actual 

Actual  in  1974  was  6 TIMES  the 
estimated  cost 

Sources: 

1.  Actuarial  study  No.  57 

SSA  — H.E.W.  July  1963,  page  25 
W & M hearings  medical  care  for 
aged  HR  3920,  Nov.  1963,  p.  197 

2.  Budget  of  U.S.,  FY  1975 
Special  Analysis  page  148 

3.  Budget  of  U.S.,  FY  1976 
Special  Analysis  page  183 


“Comparing  the  Medicare-cost  estimates  of  HEW  with  the 
actual  costs  in  1974,  actual  hospital  costs  were  6 TIMES  the 
promised  costs — and  actual  total  costs  were  nearly  9 TIMES 
the  cost  estimates  of  HEW! 

“These  comparisons  should  be  significant  to  members  of 
Congress  in  evaluating  HEW  cost  estimates  of  pending 
proposals  for  so-called  national  health  insurance — and 
related  schemes.”* 


♦Note:  AAPS  is  now  analyzing  HEW  cost  estimates  of  proposals  for 
national  health  insurance — and  H R.  5970,  the  "Emergency  Health 
Insurance  Extension  Act  of  1975"  that  would  mandate  continuing 
coverage  of  unemployed  in  all  group  health  policies. 

According  to  HEW’s  cost  estimate  of  H R.  5970,  mandated  costs  to 
employers  would  be  $2.5  billion  annually.  But  if  this  HEW  estimate  is 
extrapolated  from  underestimates  of  Medicare  costs,  these  mandated 
"back-door  taxes"  would  be  many  times  $2.5  billion. 

Applying  the  same  extrapolation  of  HEW  underestimates  of 
Medicare  costs  to  the  HEW  cost  estimates  of  the  Administration's 
CHIP-type  national  health  insurance  poposal  (now  also  promoted  by 
AMA),  or  the  Kennedy  proposals,  the  only  possible  conclusion  is  that 
any  of  them  would  force  many  times  more  "back-door  taxes”  than 
many  employers  . . . and  consumers,  could  afford! 
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1974-  $682 


“This  chart  shows  that  the  cumulative  spending  of  HEW 
since  1954  is  $682  billion.  This  is  $86  billion  more  than  the 
total  indebtedness  of  the  United  Stales.  This  means  that 
HEW  has  spent  $3,232  per  person  for  every  man,  woman  and 
child  in  the  United  States — more  than  $12,000  for  every 
family  of  four.  The  HEW  cumulative-spending  curve  now 
stands  almost  vertical!” 


Federal  Spending  Proposed 
For  Fiscal  1976 

etiuoKS 

or 

POUiUBI 


120 


“This  chart  shows  the  enormity  of  HEW  spending  in 
relationship  to  spending  for  defense,  interest  on  the  debt,  the 
space  program,  and  other  major  departments;  and  that  HEW 
spending  is  almost  double  the  $64.6  billion  annual  rate  of 
savings  of  all  citizens  reported  in  Oct.  1974.  Obviously,  HEW 
can  continue  its  unbridled  spending  only  through  use  of 
printing-press  money. 


H.E.W. 


aIvps 


Spending 

($  BILLIONS) 


S 109  9 
(est  ’ 


$118.4 
f (est.) 


/ 

$93.7 


I960  1965  1970  '74  *75  *76 


“This  chart  shows  that  HEW'  spending  has  gone  from 
$23.2  billion  in  1965  to  $118  billion  in  1976.” 


aIvps 

HEW  vs  Defense 


PERCENTAGE  OF  TOTAL  FEDERAL  SPENDING 


“This  chart  shows  HEW  spending  in  relationship  to 
spending  for  defense.  In  1960,  47%  of  all  federal  spending  was 
for  defense,  and  only  16.8  was  for  HEW.  Now,  HEW 
spending  is  36.5%  of  total  federal  spending,  and  defense 
spending  is  less  than  25%. ” 
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GOVERNMENT 


“This  chart  shows  how  government  spending  per  capita — 
federal,  state  and  local — went  up  from  $33.00  per  person  in 
1913  to  $1,066  per  person  in  1965;  and  then  on  up  to  $2,290 
per  person  in  1974.  The  enormity  of  government  spending  is 
emphasized  by  per-family  figures — multiplying  $2,290  x 4 
shows  that  annual  government  spending  per  family  is  now 
over  $9,000!” 


THE  GOVERNMENT  TAKE  40 


"This  chart  shows  the  ‘government  take’  — the  percentage 
of  everyone’s  earnings  spent  by  government.  In  1940,  25%  of 
everything  everyone  earned  was  spent  by  government.  But  by 
1974,  the  ‘government  take’  had  risen  to  48%!  Some  may  find 
this  hard  to  believe,  for  such  facts  are  often  clouded  by  deceit, 
misrepresentation  and  deliberate  schemes  to  keep  people 
from  realizing  the  truth.”  


THE  GOVERNMENT  TAKE  48 


“This  chart  shows  that  13%  of  the  ‘government  take’  came 
from  real  estate  taxes,  37%  from  federal  and  state  income 
taxes,  and  the  balance  from  inflation  and  other  taxes.  While 
the  federal  and  state  income  taxes  of  the  average  person 
amounts  to  about  18%  or  19%  of  his  total  income,  when  other 
taxes  are  added  in  the  total  amounts  to  48%.’’ 


“This  emphasizes  the  important  point  that  ‘government 
take’  is  now  48%!  Data  in  the  SURVEY  OF  CURRENT 
BUSINESS  of  the  U.  S.  Department  of  Commerce — cutting 
through  all  the  red  tape  and  confusion  about  authorizations, 
outlays,  trust  funds  and  other  minutia  connected  with 
government  red  tape — shows  clearly  that  government  spends 
48%  of  the  total  earnings  of  everyone.” 


FEDERAL  GOVERNMENT  DEBT 
($  BILLIONS) 


S596 


“This  chart  shows  that  wild  government  spending  has 
increased  the  public  debt  from  $43  billion  in  1940  to  $596 
billion  in  1976.  The  Secretary  of  Treasury  says  the  federal 
government  will  have  to  borrow  $70  billion  in  this  fiscal  year, 
and  may  have  to  borrow  $86  billion  more  in  fiscal  1976.  This 
will  mean  that  the  government  can  do  only  one  thing:  run 
the  printing  presses!”  
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INFLATION  |56 


1945  1955  1965  '70V2 '3 '4 


“This  chart  shows  that  the  inflation  index  has  risen  over 
three  times  since  19-15 — from  48  to  156.  Though  this 
thermometer  reading  of  the  body  politic  may  not  be  fully 
understood  by  all,  the  next  chart  brings  into  sharp  focus  the 
LONG  VIEW  OF  LEGALIZED  THIEVERY’  that  has  been 
going  on  since  1940.” 


Long  View  of 

LEGALIZED 

THIEVERY 


cents  $1.01 


0 

1940  1950  I960  1970  '74 

“This  chart  shows  that  the  value  of  the  dollar  has  shrunk 
from  a 1940  value  of  $1.01  to  24 <t  in  1974.  This  means  to  the 
elderly  and  disabled  that  from  every  $1.01  saved  in  1940,  3/4 
of  the  value  of  these  savings  has  been  stolen  by  inflation.” 


Short  View  of 

LEGALIZED 

THIEVERY 

CENTS 

100  VALUE  of  DOLLAR 

1967  •=  $1.00 


93$ 


“This  SHORT  VIEW  OF  LEGALIZED  THIEVERY’ 
shows  that,  based  on  the  value  of  the  dollar  in  1967  being 
$1.00,  the  value  of  each  dollar  saved  in  1970  has  shrunk  from 
93C  to  64C,  according  to  the  latest  figures  available.” 


TOTAL  GOVERNMENT  SPENDING 
COMPARED  WITH  POPULATION 


\U!*S 


$487.8 

/ 


$333 


(3  Billions) 


Source  STAT  ABSTRACT  U S 1974 

SURVEY  CUR  BUS  Feb  , 1975 


/ 


$205.5 


$45.6 


1941 


(Millions) 


12051 


1211 


1965  1970  1974 


“This  chart  compares  government  spending  with  popu- 
lation, and  shows  that  government  spending  increased  from 
$45.6  billion  in  1942  when  the  population  was  only  135 
million  to  $487.8  billion  in  1974  when  the  population  was 
estimated  to  be  about  211  million.” 
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ST.  MARY’S,  ARIZONA’S  FIRST 

LARRY  STERN 


HOSPITAL 


In  cooperation  with  the  Arizona  Hospital 
Association,  we  present  the  first  in  a series  of 
historical  sketches  on  Arizona  Hospitals.  It  is 
planned  to  cover  all  the  hospitals  in  the  State. 
Your  assistance  in  securing  the  data  is  earn- 
estly requested. 

—Editor 

On  February  15,  1879,  Bishop  Jean  Baptiste 
Salpointe  of  Tucson,  Arizona  Territory,  started  a 
building  which  was  to  be  trade  school  he  had 
long  promised  to  the  Indians.  Simultaneously 
the  Southern  Pacific  Railroad  Company  began 
laying  track  into  Arizona.  As  construction  pro- 
ceeded officials  realized  the  need  for  medical  and 
hospital  facilities  was  growing  acute.  In  these 
early  days  of  railroading  there  was  no  central  air 
brake  system  and  it  was  necessary  for  trainmen  to 
manually  set  the  brakes,  jumping  from  car  to  car 
the  length  of  the  train.  The  number  of  brakemen 
and  firemen  injured  was  becoming  a serious 
problem.  Southern  Pacific  Railroad  officials 
appealed  to  the  Bishop  asking  for  a hospital.  In 
response  to  this  and  the  health  needs  of  local 
miners  and  citizens  he  decided  to  convert  the 
trade  school  to  a hospital. 

The  Sisters  of  St.  Joseph  of  Carondelet  had 
arrived  in  Tucson  in  1870  after  an  arduous 
journey  from  St.  Louis.  They  were  asked  by  the 
Bishop  to  staff  the  new  hospital  and  agreed, 
Mother  Basil  Morris  becoming  the  first  Admin- 
istrator. 

On  May  1,  1880  the  new  12  bed  hospital 
opened  its  doors  to  Southern  Arizona.  Preserved 
with  the  hospital’s  medical  records  is  the  ledger 
of  patients  admitted  that  first  day.  The  carefully 
lettered  script  shows  that  11  patients,  all  men, 
entered  the  hospital  with  complaints  ranging 


Mr.  Stern  is  Director  of  Public  Relations  at  St.  Mary  s. 


The  original  Sf.  Mary’s  Hospital  upon  completion  in  May 
1880. 


from  sore  eyes  to  sore  feet,  consumption,  blind- 
ness, and  vertigo.  Interesting  and  unusual  diag- 
nosis include  “wounded”,  “softening  of  the 
brain”  and  “tomahawk  injuries.” 

The  original  structure  (see  photo)  was  made  of 
23  inch  thick  adobe,  stone  and  brick  walls  with 
thceiling  insulated  w ith  earth.  The  stone  was  cut 
from  nearby  A Mountain  and  the  huge  pit,  called 
the  Bishop’s  Hole,  remains  today. 

Expenditures  for  the  first  month  of  operation 
totaled  $56.50,  somewhat  less  than  the  1-1/2 
million  dollars  presently  allocated  monthly. 

The  local  citizens  banded  together  in  w'hat  was 
possibly  Tucson’s  first  fund  drive  to  raise  money 
for  a windmill  at  the  hospital.  The  first  donation 
was  $3.00  from  miner  P.  D.  Quinn  and  grand 
ball  netted  another  $160.00. 
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1908,  Left  to  Right,  Convent,  Hospital,  T.  B.  Sanatorium 


The  convent  and  hospital  in  1893. 


bmiiil 


■>!  f IBIS 


3^ 


ifHun 


MEMBERS  OF  ST.  MARY’S  HOSPITAL  MEDICAL 
STAFF,  CHRISTMAS  BANQUET  1926,  Left  to  Right,  Dr. 
E.  J.  Gotthelf,  Jr.,  Dr.  R.  J.  Callender,  Rev.  Florian  Haas, 
S.V.D.,  Hospital  Chaplain,  Dr.  Thomas  Cates,  Dr.  S.  D. 
Townsend,  (who  supplied  this  photo),  Bishop  Danial 


Gercke,  Doctor  Samuel  Watson,  Dr.  B.  F.  Morris,  Dr.  Alvin 
Kirmsey,  Dr.  P.  B.  Newcomb,  Dr.  Dan  L.  Mahoney,  Dr. 
Meade  Clyne,  Dr.  Charles  Kiblee,  Dr.  George  Purcell,  and  Dr. 
William  G.  Schultz,  (still  lives  in  Tucson,  recently  retired). 
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Medical  Records  — 1926 


Health  needs  called  for  an  early  expansion  of 
the  hospital  as  told  in  this  article  in  the  Arizona 
Citizen  of  February  5,  1882. 

“In  the  present  building  there  are  on  the  first 
floor  two  wards  each  containing  ten  beds  and 
two  rooms  with  four  beds  each.  On  the  second 
floor  is  one  ward  and  four  rooms  similarity 
provided. 

“An  additional  building,  eighty  by  forty,  is 
being  erected  which  will  give  the  form  of  a cross. 
The  basement  of  the  new  wing  will  contain 
dining  rooms,  kitchen  and  bathrooms. 

“The  second  floor  will  be  divided  into  ten 
private  apartments.  Hitherto  but  few  women 
have  been  received  because  of  lack  of  conven- 
iences; a defect,  however,  to  be  remedied  by  the 
addition  now  being  built. 

“The  whole  affair  is  under  charge  of  the 
Sisters  of  St.  Joseph  to  whom,  by  their  kindness 
and  attention,  many  of  God’s  unfortunates  must 
owe  a grateful  heart.  Drs.  Handy  and  Holbrook 
are  the  attending  physicians.” 

In  1900  the  round  T.  B.  Sanitarium  was 
constructed,  remaining  as  a Tucson  land  mark 
until  its  demolition  in  1966. 


1940 — an  aerial  view — the  round  building  was  raised  in  1966. 


Expansion  followed  rapidly  including  St. 
Mary’s  School  of  Nursing  (the  State’s  first)  built 
in  1911,  a new  convent  in  1926  followed  by 
additions  to  the  wrest  wing.  The  South  and 
Central  wings  were  constructed  in  the  ensuing 
years  and  in  1971  the  Helena  Raskob  Corcoran 
addition  brought  the  hospital  up  to  305  beds,  the 
fourth  largest  in  the  State. 

During  this  period  St.  Mary’s  pioneered  in 
many  areas  bringing  Arizona  its  first  open  heart 
surgery,  x-ray  unit,  intensive  care  unit  and  burn 
center. 

The  hospital  is  currently  planning  a 15 
million  dollar  expansion  program  which  will 
add  an  additional  69  beds,  renovate  older  areas, 
build  a new  burn  center,  surgery  and  laboratory. 

Other  services  provided  the  Tucson  commun- 
ity include  an  in-patient  Mental  Health  Center, 
Department  of  Physical  Medicine  and  Rehabili- 
tation, Post  Critical  Care  Unit  and  acute  kidney 
dialysis. 

The  current  Administrator  is  Sister  Marie 
Chapla  and  Dr.  harold  W.  Kohl,  Jr.  serves  as 
President  of  the  Medical  Staff. 
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DOCTOR  HILLARY  D.  KETCHERSIDE 
ARIZONA  LICENSE  NO.  757 
ISSUED  OCTOBER  29,  1919 

In  August,  Dr.  Hillary  Ketcherside,  an  old 
friend  to  may  of  us  died  in  Los  Angeles  at  the  age 
of  eighty-one. 

Born  in  Trenton,  Georgia,  he  spent  most  of  his 
life  in  Arizona  as  a youth  in  Yuma  and  as  an 
adult  in  Yuma  and  Phoenix.  He  was  educated  at 
the  LTniversity  of  Southern  California  and  was  a 
graduate  of  the  University  of  Maryland  Medical 
School. 

As  a young  physician,  he  practiced  medicine 
with  his  father  and  brother  in  Yuma  then  moved 
to  Phoenix  in  1929  where  he  continued  practic- 
ing until  he  retired  a few  years  ago. 

He  served  as  a Medical  Officer  in  the  Army  in 
both  World  War  I and  World  War  II  being 
discharged  as  a Lieutenant  Colonel  after  the 
latter. 

He  was  a long  time  Fellow  of  the  American 
College  of  Surgeons,  was  once  Vice  President  of 
the  Arizona  Medical  Association  and  served  as 
President  of  both  Maricopa  County  Medical 
Association  and  of  Arizona  Blue  Shield.  He  was 
active  in  the  formation  of  Blue  Shield  as  one  of 
the  original  incorporators.  He  also  at  one  time 
was  a City  of  Phoenix  physician  and  for  many 
years  a Southern  Pacific  surgeon  in  Phoenix.  He 
organized  and  ran  a program  for  the  medical  care 
of  itinerant  agriculture  workers  in  Arizona  in  the 
1930’s. 

An  avid  golfer  he  played  at  the  Phoenix 
Country  Club  for  years.  In  addition  he  was  a 
skilled  artist.  Many  of  his  excellent  water  colors 
are  hanging  on  the  walls  of  Phoenix  homes. 

His  wife,  Helen  survives  him  as  do  two 
daughters  and  seven  grandchildren. 

We  who  have  known  him  regret  his  passing  but 
envy  him  his  active,  long,  happy  life.  His  many 
achievements  in  the  practice  of  medicine  and  in 
the  medical,  economic  and  social  areas  have  left  a 
mark  on  this  community  which  time  can  never 
erase.  May  he  rest  in  peace. 

DONALD  A.  POLSON,  M.D. 


GENERAL  UROLOGY,  8th  edition,  by  Ronald 
R.  Smith,  M.D.  Lang  Publications  492pp  1975. 
$10.50 

Well  organized,  and  indexed  including  all 
the  new  specialized  diagnostic  and  treatment 
methods.  Illustrations  are  well  chosen  with  good 
reproductions.  Originally  designed  for  medical 
students,  but  is  a good  specialty  reference  for  all 
practitioners. 

JOHN  W.  KENNEDY,  M.D. 


\ 

Letters  to  Editor 

J 


Editors  note:  The  following  sheds  more  light 
upon  the  doings  of  Doctor  Phillips  and  “Valley 
Fever”. 


John  W.  Kennedy,  M.D. 

Editor,  Arizona  Medicine 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Dear  Dr.  Kennedy: 

Regarding  your  recent  medical  history  on 
“Ditch  Fever”,  I sent  a copy  of  your  letter  to  Dr. 
Paul  I.  Hoagland,  a good  friend  of  mine  and  an 
outstanding  internist  in  Pasadena,  California. 
You  will  recall  he  was  the  intern  that  referred  Dr. 
Smith  to  Dr.  Phillips,  regarding  a possible 
Phoenix  nesting  place  of  the  Chalmaydospore.  I 
am  enclosing  a copy  of  the  letter  that  I received 
from  Paul  in  reply.  It  contains  some  further 
information  about  the  exchange  between  Dr. 
Smith  and  Dr.  Phillips  and  also  some  back- 
ground on  Dr.  Phillips’  health  that  you  might 
enjoy. 

Sincerely, 

Everett  D.  Hendricks,  M.D. 
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Everett  D.  Hendricks,  M.D. 

1055  Ruth  Street 
Prescott,  Arizona  86301 

Dear  Ev: 

Thank  you  so  much  for  sending  me  the  article 
by  “Dry  Gulch  Jake’’  which  appeared  in  the 
Arizona  Medicine.  There  is  more  to  the  story 
than  this  I can  assure  you! 

Dr.  Phillips  came  to  Humbolt  to  die  of  his 
tuberculosis  many  years  ago.  Suffice  it  is  to  say 
that  by  spending  hrs  time  in  the  open  air  riding 
horseback  and  resting  he  was  able  to  arrest  and 
cure  his  tuberculosis.  Hence  his  lifelong  interest 
in  the  disease.  He  came  to  Phoenix  to  be  the 
Medical  Director  of  St.  Luke’s  Hospital  which 
was  then  purely  a tuberculosis  sanatorium.  There 
was  also  a St.  Luke’s  Hospital  in  Tucson  which 
was  called  St.  Luke’s  in  the  Desert  and  one  in 
Prescott  called  St.  Luke’s  in  the  Mountains.  Only 
the  one  in  Phoenix  remains  and  this  was  the  one 
that  Dr.  Phillips  had  such  a hand  in. 

Valley  fever  or  coccidiodomycosis  is  truly  a 
Stanford  disease.  It  was  first  discovered  and 
described  by  the  eminent  Dr.  Emmett  Rixford 
who  was  to  Stanford  I suppose  what  Sir  William 
Oslev  was  to  Johns  Hopkins  and  so  forth.  It  was 
through  his  influence  that  a straight  C student 
like  myself  got  into  Medical  School!  He  was  a 
close  personal  friend  of  my  uncle  who  was 
professor  of  surgery  at  the  University  of 
Nebraska. 

When  I was  an  intern  in  1938  I was  working 
on  the  tuberculosis  ward  of  the  San  Francisco 
County  Hospital  and  there  were  about  twelve 
patients  with  x-rays  typical  of  tuberculosis  with 
and  without  cavitation,  but  patients  who  had 
never  had  a positive  sputum.  I went  over  to  see 
Dr.  C.  E.  Smith  whom  we  called  "Snuffy’’  and 
obtained  some  coccidioides  antigen  and  brought 
it  back  and  skin-tested  myself  and  lo  and  behold  I 
was  the  only  positive.  I his  prompted  “Snuffy” 
to  be  interested  in  Phoenix  as  a possible  endemic 
area  for  valley  fever  just  as  is  the  San  Joaquin 
Valley  and  the  area  around  Paso  Robles.  So  I am 
misquoted  in  the  article  just  a bit  because  I sic’d 
them  on  Dr.  Phillips.  It  was  then  that  I felt  that 
an  unexplained  fever  that  kept  me  out  of  school 
my  freshman  year  in  high  school  was  probably 
my  primary  infection  of  this  disease. 

To  wind  up  a long  story,  when  I was 
discovered  to  have  a minimal  lesion  at  the  Mayo 
Clinic  and  Dr.  Balfour  suggested  I go  to  a 


sanitarium  at  Cannon  Falls  1 prompt!}  came 
home  put  myself  under  Dr.  Phillips  who  sent  me 
to  Prescott  for  the  summer  and  I spent  the 
summer  riding  horseback,  taking  care  of  horses, 
resting  twelve  hours  a day  and  was  back  at  work 
at  the  Clinic  to  finish  my  fellowship  in  about  six 
months. 

It’s  a small  world  and  this  certainly  is  an 
interesting  article  to  me.  Dr.  Phillips  was  a great 
physician  and  a master  in  the  treatment  of 
tuberculosis  when  there  were  no  anti-biotics, 
thoracoplasties  were  fairly  heroic,  but  pneumo- 
thorax were  common  and  the  most  accepted  form 
of  treating  the  disease.  He  was  a great  guy  and 
you  would  have  loved  him. 

Yours  sincerely, 

Paul  I.  Hoagland,  M.D. 

P.S.  I forgot  to  mention  that  when  George  Hjelte 
was  a medical  student  he  was  working  under 
“Snuffy  Smith”  in  the  public  health  lab  with 
coccdioides  and  developed  an  acute  pulmonary 
infection  as  did  most  of  those  who  worked  with 
this  highly  contagious  Chalmaydospore.  Also, 
when  I was  in  medical  school  we  wrote  no  thesis 
for  our  doctors’  degree  rather  we  did  a sanitary 
survey  of  the  town  we  wished  to  choose.  I chose 
Prescott  and  spent  a summer  inspecting  the  milk 
supply,  the  water  supply,  the  sewage  disposal 
and  so  forth  but  had  to  go  to  Phoenix  in  the 
middle  of  the  August  heat  to  get  any  vital 
statistics  because  they  were  only  reported  by 
county  and  the  Yavapai  County  statistics  were  in 
the  state  capital  in  Phoenix  . . . 


Managing  Editor 
Dear  Bruce: 

I want  to  thank  you  for  your  help  in 
publishing  the  article  by  Senator  Fannin  on  the 
Indian  health  Care  Improvement  Act.  This  has 
been  very  helpful  in  making  people  aware  of  the 
problems  facing  the  IHS  and  the  need  for 
additional  legislation. 

Again,  thank  you  and  if  I can  be  of  any  help  to 
you  please  feel  free  to  contact  me. 

With  kindest  regards. 

Sincerely, 

Rick  Lavis 

Legislative  Assistant  to 
Senator  Paul  Fannin 
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ArMA  Reports 

J 

THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPT  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

HEALTH  MANPOWER  COMMITTEE 

The  meeting  of  the  Health  Manpower  Committee  of  the 
Ariona  Medical  Association,  held  Wednesday,  September  24, 
1975,  at  810  W.  Bethany  Home  Road,  Phoenix,  convened  at 
7:00  p.m.,  Louis  C.  Kossuth,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  July  9,  1975,  were 
approved  as  distributed. 

INFORMATION  MATERIAL 

Copies  of  the  “Inventory  of  Selected  Health  Professionals” 
published  by  the  Arizona  Dept,  of  Health  Services  and 
Projected  Arizona  Population  Estimate  published  by  the 
Dept  of  Economic  Security  were  distributed  to  the  Committee 
for  information. 

ASSESSMENT  OF  HEALTH  MANPOWER  NEEDS 

The  joint  meeting  of  representatives  of  the  Section  on 
Rural  and  Migrant  Health,  RMP  and  ADHS  to  discuss  the 
resolution  concerning  an  assessment  of  health  manpower 
needs  in  Arizona  was  reported  on  by  Dr.  Nichols  and  Mr. 
Wagner  of  the  Arizona  Department  of  Health  Services.  They 
felt  there  was  a meaningful  exchange  of  ideas.  Mr.  Wagner 
advised  that  ADHS  plans  to  publish  a pamphlet  describing 
what  each  of  the  organizations  is  doing  in  the  field  of  health 
manpower. 

Dr.  Kossuth  suggested  that  perhaps  it  would  be  best  to 
table  action  on  the  manpower  need  assessment  until  the 
results  of  these  deliberations  could  be  determined.  The 
coordination  of  efforts  that  is  taking  place  was  commended. 

RMP  RECRUITMENT  PROGRAM 

Ted  McFarlan  advised  that  he  was  asked  to  continue  his 
work  with  RMP  until  November.  He  reported  on  current 
activities.  Seligman  is  in  process  of  converting  an  old 
building  which  was  contributed  to  the  community  into  a 
clinic,  and  will  be  served  by  Dr.  Vasquez  from  Williams. 
There  is  also  a Pediatrician  from  Prescott,  who  is  now 
traveling  around  the  communities  in  the  Northern  part  of  the 
State  seeing  patients  as  needed. 

Holbrook  has  done  their  own  physician  recruiting  and  is 
building  a clinical  facility  on  the  hospital  grounds.  They  are 
interested  in  getting  a physician  into  the  Snowflake-Taylor 
area,  to  be  subsidized  by  the  Holbrook  hospital. 

The  man  and  wife  team  scheduled  for  Gila  Bend  have  still 
not  arrived.  There  have  been  repeated  delays  in  their  plans. 

TASK  FORCE  MEETING 

Dr.  Kossuth  and  Dr.  Nichols  reported  on  a Task  Force 
meeting  of  the  Health  Manpower  Advisory  Committee  of 
ADHS.  This  group  has  designed  a 6-page  questionnaire 
which  will  be  sent  to  all  employers  of  health  workers,  which 
they  are  trying  now  to  cut  down  to  one  page  if  possible. 


PSYCHIATRIC  CARE  FOR  PRISON  PATIENTS 

Dr.  St.  John  reported  on  Senate  Bill  1201  which  mandates 
the  Arizona  State  Hospital  to  treat  psychiatric  patients  from 
the  State  Prison.  However,  the  bill  contains  no  definition  of 
"psychiatric  patients”,  nor  any  allocation  of  funds  to  the 
hospital  to  treat  these  prison  inmates.  The  maximum 
security  section  of  the  hospital  has  100  beds,  but  has  been 
running  lower  than  that.  In  order  to  provide  funds  to  take 
care  of  the  capacity  population  now  there,  the  hospital  has 
had  to  give  up  three  physician  positions. 

The  Committee  was  quite  concerned,  but  felt  this  does  not 
come  under  their  jurisdiction.  Dr.  St.  John  was  requested  to 
bring  the  matter  to  the  attention  of  the  Professional 
Committee's  Section  on  Mental  Health  with  any  recomend- 
ations  he  might  have  for  solution  ofthe  problem. 

ARIZONA  HEALTH  SERVICE  CORPS 

The  recommendations  of  the  Section  on  Rural  and 
Migrant  Health  for  revision  of  the  AHSC  proposal  were 
distributed.  The  proposal  was  then  gone  over  page  by  page, 
with  input  from  all  present  on  suggested  revisions.  The  two- 
page  synopsis  is  to  be  re-written  incorporating  these  changes 
for  presentation  to  the  Board  of  Directors  on  September  27  for 
information  only.  The  proposal  is  then  to  be  re-written  and 
mailed  to  all  members  of  the  Section  and  this  Committee  in 
time  to  be  reviewed  before  the  November  1st  meeting  of  the 
Section.  This  Committee  will  then  review  the  document 
again  during  the  first  week  of  November. 

The  question  was  raised  as  to  whether  or  not  the  proposal, 
if  approved,  should  be  made  jointly  by  the  ArMA  Foundation 
and  the  University. 

IT  WAS  MOVED  AND  CARRIED  THAT  WHEN 
APPLICATON  FOR  FUNDING  IS  MADE,  THAT  THE 
UNIVERSITY  OF  ARIZONA  DEPARTMENT  OF 
FAMILY  AND  COMMUNITY  MEDICINE  BE  THE  SEC- 
ONDARY APPLICANT,  WITH  THE  ArMA  FOUNDA- 
TION AS  PRIMARY  APPLICANT. 

NEXT  MEETING 

The  next  meeting  will  probably  be  Wednesday,  November 
5,  1975. 

The  meeting  adjourned  at  9:10  p.m. 

William  E.  Crisp,  M.D., 

Secretary 

by  Misty  Coumbe, 

Assoc.  Exec.  Dir. 


MATERNAL  AND  CHILD  HEALTH  CARE  COMMITTEE 

The  meeting  of  the  Maternal  and  Child  Health  Care 
Committee  of  the  Arizona  Medical  Association,  Inc.  held 
September  30,  1975,  at  810  West  Bethany  Home  Road, 
Phoenix,  AZ  convened  at  7:21  p.m.,  Raymond  J.  Jennett, 
M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  July  30,  1975  were 
approved  as  distributed. 

ARIZONA  REGIONAL  PERINATAL  PROGRAM 

Constitution 

IT  WAS  MOVED  AND  CARRIED  TO  ADOPT  THE 
CONSTITUTION  OF  THE  ADVISORY  COUNCIL  AS 
AMENDED.  (Copies  of  this  document  are  available  upon 
request  at  the  Association's  office.) 
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Bylaws 

IT  WAS  MOVED  AND  CARRIED  TO  ADOPT  THE 
BYLAWS  OF  THE  ADVISORY  COUNCIL  AS  AMENDED. 
(Copies  of  this  document  are  available  upon  request  at  the 
Association’s  office.) 

Election  ol  Advisory  Council 

Dr.  Moore  submitted  a list  of  names  provided  by  the 
various  organizations  as  candidates  for  position  on  the 
Advisory  Council.  A secret  ballot  was  taken  with  the 
following  election  results. 

ACOG,  ARIZONA  CHAPTER 

Gerald  T.  McMahon,  M.D.,  Flagstaff 
Edward  Sattenspiel,  Phoenix 

ARIZONA  ACADEMY  OF  FAMILY  PRACTICE 

Deward  G.  Moody,  M.D.,  Nogales 
Daniel  L.  Neel,  M.D.,  Lakeside 

ARIZONA  ACADEMY  OF  PEDIATRICS 

Jack  H.  Demlow,  M.D.,  Tucson 

Belton  P.  Meyer,  M.D.,  Phoenix  (Neonatologist) 

ARIZONA  NURSES  ASSOCIATION 

Irene  Abril,  R.N.,  Pediatric  Nurse  Practitioner, 
Yuma  County  Health  Department,  Yuma 
Mary  Jim  Allen,  R.N.,  Pediatric  Nurse  Practitioner, 
Indian  Hospital,  San  Carlos 

ARIZONA  OSTEOPATHIC  MEDICAL  ASSOCIATION 

Paul  A.  Whitmore,  D.O.,  Phoenix 
Regina  Harmon,  D.O.,  Wilcox 

ARIZONA  HOSPITAL  ASSOCIATION 

Herman  J.  Spencer,  Administrator,  Cochise 
County  Hospital,  Douglas 
Roland  W.  Wilpitz,  Administrator,  Marcus  J. 
Lawrence  Memorial  Hospital,  Cottonwood 

NACOG,  ARIZONA  CHAPTER 

Bonnie  Lahar,  R.N.,  Douglas  Hospital,  Douglas 
Sister  Alice  Montgomery,  R.N.,  St.  Joseph’s 
Hospital,  Phoenix 

PUBLIC  HEALTH  PHYSICIANS  — LOCAL 

Albert  J.  Ochsner,  M.D.,  Director,  Yuma  County 
Health  Department,  Yuma 
Pearl  M.  Tang,  M.D.,  Director  Maternal  and  Child 
Health,  Maricopa  County  Health  Department, 
Phoenix 

ARIZONA  ASSOCIATION  OF  SOCIAL  WORKERS 

Delay  for  further  representation  — Executive 
Committee  to  elect 

ARIZONA  DIETETIC  ASSOCIATION 

Helen  Cacheris,  Chief  Nutritionist,  Maricopa 
County  Health  Departent,  Maternal  and 
Infant  Care  Program,  Phoenix 

ARIZONA  STATE  DEPARTMENT  OF  HEALTH 
SERVICES 

Susan  Dandoy,  M.D.,  Acting  Director 

ARIZONA  STATE  UNIVERSITY  COLLEGE  OF 
NURSING 

Doris  Henson,  R.N.,  4 years  Nurse  Coordinator 
with  Arizona  Newborn  Transport,  Arizona 
Department  of  Health  Services 


INDIAN  HEALTH  SERVICE 

Burton  Attico,  M.D.,  Deputy  Chief,  Dept,  of 
OB-Gyn,  Phoenix  Indian  Medical  Center 

NATIONAL  FOUNDATION/MARCH  OF  DIMES 

Mr.  Ted  Warner,  State  March  of  Dimes  Chairman 

UNITED  CEREBRAL  PALSY 

Phil  Gafney,  Ph  D.,  Department  of  Psychology 
Arizona  State  University,  Tempe 

UNIVERSITY  OF  ARIZONA  COLLEGE  OF 

MEDICINE  DEPARTMENT  OF  FAMILY  AND 
COMMUNITY  MEDICINE 

Augusto  Ortiz,  M.D. 

UNIVERSITY  OF  ARIZONA  COLLEGE  OF 

MEDICINE  DEPARTMENT  OF  OBSTETRICS 
AND  GYNECOLOGY 

Doreen  Lang,  R.N.,  Nurse-Midwife 

UNIVERSITY  OF  ARIZONA  COLLEGE  OF 

MEDICINE  DEPARTMENT  OF  PEDIATRICS 

Walter  E.  Ahrens,  M.D. 

UNIVERSITY  OF  ARIZONA  COLLEGE  OF  NURSING 

Josephine  Gibson,  R.N. 

MEMBER-AT-LARGE 

Arthur  D.  Nelson,  M.D.,  Director  Family 
Practice  Ceter,  Scottsdale 

CONSUMERS 

Delay  for  further  representation  — Executive 
Committee  to  elect 

Progress  Report 

Dr.  Moore  reported  on  the  various  activities  that  have 
occurred  to  date  indicating  that  a wide  variety  of  programs 
have  been  put  into  motion. 

SECTION  ON  SERVICES  FOR  CHILDREN 

Hospital  Charges 

Mr.  Robinson  reported  that  the  Board  of  Directors  had 
adopted  a slightly  altered  version  of  the  committee’s 
recommendtion  as  follows: 

"IT  WAS  MOVED  AND  CARRIED  THAT  THE  ARI- 
ZONA MEDICAL  ASSOCIATION  ENCOURAGE  ESTAB- 
LISHMENT OF  A PROCEDURE  WHEREBY  AN 
ITEMIZED  STATEMENT  OF  A PATIENT’S  HOSPITAL 
CHARGES  WOULD  BE  SUBMITTED  AT  THE  END  OF 
THE  HOSPITAL  STAY  TO  THE  ATTENDING  PHYSI- 
CIAN. IF  THERE  IS  NO  PRIVATE  PHYSICIAN,  THE 
STATEMENT  SHOULD  BE  SENT  TO  THE  DIRECTOR 
OF  THE  MEDICAL  SERVICE  OR  PROGRAM  RE- 
SPONSIBLE FOR  PATIENT  CARE.” 

The  above  action  has  been  transmitted  to  the  Arizona 
Hospital  Association  who  have  agreed  to  relate  the  recom- 
mendation to  the  individual  hospitals  in  the  state. 

E.P.S.D.T. 

Dr.  Friedman  reported  that  a E.P.S.D.T.  pilot  program  in 
southwest  Phoenix  (Murphy  School  District)  has  been 
started.  Recruitment  of  health  assistants  has  started.  The 
screening  and  follow-up  program  will  start  in  January  1976 
and  to  extend  into  June  1976.  One  of  the  purposes  is  to  list 
the  effectiveness  of  the  recruiting  and  training  program. 
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Question  was  raised  as  to  whether  the  rules  and  regulations 
require  that  all  children  in  the  program  have  to  be  processed 
by  the  E.P.S.D.T.  program  before  they  can  be  seen  by  a 
private  physician.  Dr.  Friedman  was  asked  to  review  this 
matter  and  report  back. 

Crippled  Children's  Services 

Dr.  Colton  reported  on  the  hospital’s  budget  problems. 
Stating  that  7 out  of  the  past  8 years  they  have  been  under 
appropriated.  That  last  year  they  were  one  million  dollars 
short  and  that  this  year  they  are  starting  one  million  short. 
He  indicated  that  the  committee  can  help  prior  to  the  next 
budget  hearing  by  contacting  the  legislators  and  urging  them 
to  fully  fund  the  program. 

SECTION  ON  MATERNAL  SERVICES 

Maternal  Insurance 

Dr.  Cherny  reported  that  the  matter  of  improving  maternal 
health  insurance  coverage  was  now  before  the  legislative 
committee  and  will  probably  be  considered  by  the  Arizona 
legislature  in  January. 

Maternal  Molality  Study 

It  was  reported  that  no  action  has  occurred  recently  with 
this  program. 

SECTION  PERINATAL  SERVICES 

No  report. 

OTHER  BUSINESS 

It  was  reported  that  C.  Donald  Christian,  M.D.  and  David 
Pent,  M.D.  appointments  to  the  committee  were  confirmed 
by  the  Board  of  Directors  on  9/27/75. 

Meeting  adjourned  9:48  p.m. 

William  E.  Crisp,  M.D. 

Secretary 

By  Bruce  E.  Robinson 
Executive  Director 

EXECUTIVE  COMMITTEE 

The  Executive  Committee  meeting  of  the  Arizona  Medical 
Association,  Inc.,  held  at  810  West  Bethany  Home  Road, 
Phoenix,  AZ  or  Friday,  October  17,  1975,  a quorum  being 
present,  convened  at  6:48  p.m.,  William  C.  Scott,  M.D., 
President  and  Chairman,  presiding. 

MINUTES 

The  minutes  of  meeting  held  September  27,  1975  were 
approved  as  distributed. 

UNITED  BUYING  SERVICE 

Mr.  Edward  F.  Coffey  Jr.,  director  of  the  subject 
organization  presented  the  background  and  program  of  the 
service  which  makes  it  possible  for  members  to  purchase 
automobiles  and  appliances  at  substantial  discounts. 

IT  WAS  MOVED  AND  CARRIED  TO  ENDORSE  THE 
PROGRAM  AS  ANOTHER  SERVICE  FOR  THE  MEM- 
BERSHIP. 

DEPARTMENT  OF  HEALTH  SERVICES 

Directorship 

Dr.  Scott  announced  Dr.  Suzanne  Dandoy’s  appointment 
as  the  new  director  of  the  Department  of  Health  Services  and 
welcomed  Dr.  Dandoy  to  the  meeting. 

Status  Report 

Dr.  Dandoy  reported  on  various  aspects  of  the  Department 
of  Health  Services’  programs.  She  stated  that  she  is 
attempting  to  develop  improved  relations  between  the 
department  and  all  providers  of  health  care.  She  reported  that 


the  "lead  level"  study  is  complete  with  results  due  by  the  first 
of  the  year.  That  the  National  Cancer  Institute  is  planning  a 
cervical  cancer  program.  That  the  University  of  Arizona 
College  of  Agriculture  is  getting  involved  in  some  sort  of 
health  education  program  about  which  there  is  some 
concern. 

IT  WAS  DETERMINED  TO  SEER  FURTHER  INFOR- 
MATION ABOUT  THE  TRUE  NATURE  OF  THE 
PROGRAM. 

BENJAMIN  RUSH  MEMORIAL  FUND 

Mr.  Robinson  reported  that  we  have  reached  the  $1,000.00 
goal  originally  hoped  for.  This  was  accomplished  with  the 
help  of  an  anonymous  donor  who  put  us  over  the  top. 

VIETNAMESE  REFUGEE  PHYSICIANS 

The  following  letter  on  the  subject  matter  was  received 
from  the  AMA: 

"During  mid-May  the  National  Health  Service  Corps  of 
the  Department  of  Health,  Education  and  Welfare  estimated 
that  there  were  some  300  to  325  physicians  who  had  been  able 
to  enter  the  evacuation  mechanisms  out  of  Saigon.  Our  own 
guess  at  that  time  was  that  the  number  was  actually  more  in 
the  range  of  425.  The  reason  for  this  discrepancy  had  to  do 
with  the  fact  that  the  NHSC  had  been  unable  to  have  each 
refugee  physician  identify  himself  and  fill  out  the  question- 
naire was  available.  Time  has  proved  us  to  be  more  correct 
and  I believe  that  DHEW  now  has  information  on  425 
physicians  and  expects  that  number  to  rise  almost  to  500.  The 
most  complete  set  of  records  on  Vietnamese  refugee 
physicians  is  now  in  the  possession  of  the  Department  of  the 
International  Programs  Staff.  Division  of  Medicine,  under 
Dr.  Betty  A.  Lockett,  Building  31,  Room  3C-36,  9000 
Rockville  Pike,  Bethesda,  Maryland  20014. 

Because  of  our  long  association  with  the  Faculty  of  Medi- 
cine at  the  University  of  Saigon  we  have  been  involved  in 
trying  to  help  the  Vietnamese  authenticate  their  records  so 
that  they  might  be  eligible  to  take  ECFMG  and  FLEX 
examinations  in  order  to  prepare  for  licensure.  We  have 
records  of  approximately  250  physicians  in  our  possession. 
Although  these  are  not  classified  geographically,  I believe 
that  no  one  of  these  has  located  in  the  state  of  Arizona.  It  may 
however  be  possible  for  you  to  get  more  information  from  Dr. 
Lockett  at  the  above  cited  address. 

Several  centers  have  now  developed  in  which  Vietnamese 
physicians  are  located.  Because  the  State  of  Nebraska  took  a 
special  interest  there  are  approximately  30  in  Omaha  being 
prepared  at  the  University  of  Nebraska  and  at  Creighton  for 
licensure  and  subsequent  service  in  under-served  areas.  About 
40  physicians  are  in  Oklahoma  City  where  the  University  of 
Oklahoma  is  deeply  involved  in  preparing  them  for  entry 
into  the  Health  Care  System.  This  development  occurred 
because  approximately  six  Saigon  faculty  were  studying  in 
the  Department  of  Medicine  under  our  program  and  because 
the  Department  of  Medicine  had  taken  a special  interest  in 
this  problem.  Many  Vietnamese  are  located  in  the  State  of 
California,  probably  by  choice,  because  of  the  climate  and  the 
nature  of  the  population.  The  greatest  concentration  in 
training  would  be  in  the  San  Diego  area  where  a former 
participant  is  on  the  faculty  of  the  Medical  School. 
Washington,  D.C.  is  also  a focus  where  many  have  settled  and 
there  are  still  some  in  Indiantown  Gap  who  are  seeking 
resettlement  help.  Because  of  the  proximity  of  the  University 
of  Arkansas  to  Camp  Chaffee  I understand  that  many  have 
decided  to  settle  in  that  area  and  avail  themselves  of  the 
facilities  of  the  Medical  School  in  Little  Rock.” 

RECEIVED 
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PHYSICIAN’S  NEWS  BUREAU 

Dr.  Chernov’s  appearance  at  the  Board  of  Directors 
meeting  was  discussed  and  the  following  letter  was  approved. 

"The  elected  representatives  of  the  medical  profession  in 
Arizona  have  designated  Jack  E.  Brooks,  M.D.  as  chairman  of 
the  Malpractice  Insurance  Crisis  Committee  for  the  purpose 
of  having  him  be  THE  spokesman  for  organized  medicine.  It 
is  essential,  and  we  insist,  that  Dr.  Brooks  have  absolute 
control  over  the  profession's  approach  to  the  malpractice 
insurance  problem. 

To  emphasize  this  point  you  were  invited  to  the  Board  of 
Directors  meeting.  I wish  to  make  it  perfectly  clear  that, 
henceforth,  activities  of  the  Physician's  News  Bureau  that  are 
not  cleared  in  adi'ance  with  Dr.  Brooks  will  be  looked  upon 
with  great  disfavor. 

Your  cooperation  in  this  matter  will  be  most  sincerely 
appreciated." 

COLLEGE  OF  MEDICINE 

The  Association's  letter  of  September  22,  1975  to  Governor 
Castro  offering  our  services  and  Mr.  Dino  DeConcini's  letter 
acknowledging  the  offer  of  assistance  was  received.  NO 
ACTION 

MALPRACTICE  SPECIAL  ASSESSMENT 

Exemptions 

It  was  moved  and  carried  to  approve  the  following  requests 
for  exemptions  from  paying  the  special  malpractice  assess- 
ment. All  requests  were  approved  by  the  appropriate  county 
medical  society. 

1.  Melvin  W.  Phillips,  M.D.  — Yavapai 

2.  L.  B.  Boyba,  M.D.  — Pinal 

3.  Francis  M.  Reid  (Nabors),  M.D.  — Pinal 

Members  Who  Have  Not  Paid  As  Of  10/17/75 

IT  WAS  * MOVED  AND  CARRIED  TO  ASK  THE 
APPROPRIATE  COUNTY  MEDICAL  SOCIETY  PRESI- 
DENTS TO  CONTACT  THOSE  WHO  HAVE  NOT  PAID 
THE  ASSESSMENT  TO  URGE  THEM  TO  DO  SO. 

UNION  AND  UNITY  OF  THE  A.M.A. 

The  Louisiana  State  Medical  Society  letter  of  October  6, 
1975,  was  reviewed  by  Dr.  Scott. 

IT  WAS  MOVED  AND  CARRIED  TO  CIRCULARIZE 
THE  COUNTY  SOCIETY  PRESIDENTS  FOR  THEIR 
COMMENTS  IN  ORDER  TO  PREPARE  AN  APPROPRI- 
ATE RESPONSE. 

OTHER  BUSINESS 

Pima  Foundation  for  Medical  Care 

It  was  moved  and  carried  to  invite  Mr.  Gary  L.  Mack, 
Executive  Director,  Pima  Foundation  for  Medical  Care  as  a 
regularly  invited  guest  to  future  Board  of  Directors  meetings. 

Histoplasma  capsulatum  and  Coccidioides  imitis 

The  request  from  ASLI  for  $3600.00  to  fund  the  subject 
studies  was  discussed.  It  was  determined  to  advise  Dr. 
Hunnicutt  that  we  did  not  have  the  funds  for  this  project  but 
that  we  have  referred  the  matter  to  the  Department  of  Health 
Services  for  their  consideration. 

County  Society  Presidents 

It  was  determined  to  change  the  invitations  to  the  county 
society  presidents  for  Board  of  Directors  meetings  so  that  they 
could  designate  an  alternate  to  attend  in  their  place. 

Meeting  adjourned  8:59  p.m. 

William  E.  Crisp,  M.D. 

Secretary 

by 

Bruce  E.  Robinson 
Executive  Director 


Future 

Medical  Meetings 


CONTINUING  MEDICAL  EDUCATION 

THE  FOLLOWING  INSTITUTIONS  HAVE  RECEIVED  ArMA  ACCREDITA- 
TION FOR  CONTINUING  ME0ICAL  E0UCATI0N. 

ARIZONA  STATE  HOSPITAL,  PHOENIX 

GOntl  SAMARITAN  HOSPITAL,  PHOENIX 

PHOENIX  INDIAN  MEDICAL  CENTER 

MARICOPA  COUNTY  GENERAL  HOSPITAL.  PHOENIX 

ST.  LUKE’S  HOSPITAL  AND  MEDICAL  CENTER,  PHOENIX 

ST.  JOSEPH’S  HOSPITAL  AND  MEDICAL  CENTER.  PHOENIX 

TUCSON  HOSPITALS  MEDICAL  EDUCATION  PROGRAM,  TUCSON 

VETERANS  ADMINISTRATION  CENTER.  PRESCOTT 

CONTINUING  MEDICAL  EDUCATION  ACTIVITIES  SPONSORED  BY  THESE 
INSTITUTIONS  RECEIVE  CATEGORY  1 CREDIT  FOR  THE  ArMA  CER 
TIFICATE  IN  CONTINUING  MEDICAL  EDUCATION  AND  THE  AMA  PHYSI- 
CIAN’S RECOGNITION  AWARD 


DEPRESSION  WORKSHOP 

(Medcom  Program) 

December  1 0,  1 975 

Arizona  Training  College,  Coolidge,  AZ 

SPONSOR:  Len  Perinetti 

CONTACT: 

Len  Perinetti 
P.O.  Box  1467 
Coolidge,  AZ 

Approved  for  4 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  OPHTHALMOLOGICAL  SOCIETY 

December  1 3,  1 975 
Skyline  Country  Club,  Tucson,  AZ 

SPONSOR:  Arizona  Ophthalmological  Society 

CONTACT: 

John  H.  Tedford,  M.D. 

P.O.  Box  27466 
Tucson,  AZ  85726 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


CARDIOLOGY  FOR  THE  NON-CARDIOLOGIST 

January  16-17,  1976 
Vail  Symposium,  Vail,  Co. 

SPONSOR:  Albuquerque  Chapter  of  AAFP 

CONTACT: 

David  R.  Holten,  M.D. 

8401  Constitution,  N.E. 

Albuquerque,  New  Mexico  87110 
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NINETEENTH  ANNUAL  CARDIAC  SYMPOSIUM 


PROSTOGLANDINS 


January  23-24,  1976 
Mountain  Shadows,  Scottsdale,  AZ 

SPONSOR:  American  Heart  Assoc.,  Arizona  Affiliate 

CONTACT: 

Brendan  Phibbs,  M.D.,  Prog.  Dir. 

American  Heart  Association 
1445  E.  Thomas  Road 
Phoenix,  AZ  85014 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THIRD  ANNUAL  SYMPOSIUM 
of  the  BARROW  NEUROLOGICAL  INSTITUTE 

Camelback  Inn,  Scottsdale,  AZ 
February  5 - 7,  1 976 

SPONSOR:  Barrow  Neurological  Institute 

CONTACT: 

Richard  A.  Thompson,  M.D.,  Division  of  Neurology 

Barrow  Neurological  Institute 

St.  Joseph's  Hospital  & Medical  Center 

350  West  Thomas  Road 

Phoenix,  AZ  85013 

Approved  for  15  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SOUTHWESTERN  SEMINAR  ON 
NEUROMUSCULAR  DISEASES 

February  13-14,  1976 

SPONSOR:  U of  A College  of  Medicine 
Depts.  of  Neurology  and  Pathology 

CONTACT: 

Lawrence  Z.  Stern,  M.D. 

Jack  M.  Layton,  M.D. 

College  of  Medicine 
Tucson,  AZ  85724 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


TAOS  MEDICAL-SKI  SYMPOSIUM 

February  18-21,  1976 
Taos,  New  Mexico 

SPONSOR:  Albuquerque  Chapter  of  AAFP 

CONTACT: 

Dale  A.  Gray,  M.D. 

308  Winrock  Medical  Plaza,  N.E. 

Albuquerque,  New  Mexico  87110 


February  1 9,  1 976 
Flagstaff,  AZ 

SPONSOR:  Coconino  County  Medical  Soc.  & 

Upiohn  Pharmaceutical  Co. 

CONTACT: 

Mr.  Dan  O'Connor,  Prog.  Dir. 

900  N.  Cahuenga  Blvd. 

Los  Angeles,  CA  90038 

Approved  for  1 elective  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


INTERNATIONAL  CONFERENCE  ON 
INTEGRATED  CANCER  MANAGEMENT 

February  18-21,  1976 
Phoenix,  AZ,  Adams  Hotel 

SPONSOR:  Good  Samaritan  Hospital,  Division 
of  Oncology,  American  Cancer  Society, 

Arizona  Division 

CONTACT: 

Robert  Thoeny,  M.D.,  Prog.  Chairman 
Director  of  Radiation  Oncology 
Good  Samaritan  Hospital 
1033  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  16  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GRAND  ROUNDS 

Each  Thursday  7 a.m.-8  a.m. 

St.  Mary's  Hospital,  Trek  Room,  Tucson,  AZ 

SPONSOR:  Depts.  of  Medicine,  Surgery,  Radiology, 

Pathology  and  Family  Practice. 

CONTACT: 

Richard  Silver,  M.D.,  Dir. 

Medical  Education 
Century  Medical  Plaza,  Ste.  106 
1701  West  St.  Mary's  Road 
Tucson,  AZ  85703 

Approved  for  1 required  hour  per  round  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


PURGATORY  MEDICAL-SKI  SYMPOSIUM 

Hypertension 
March  12-13,  1976 

SPONSOR:  Albuquerque  Chapter  of  AAFP 

CONTACT: 

David  R.  Holten,  M.D. 

8401  Constitution,  N.E. 

Albuquerque,  New  Mexico  87110 
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DAY  OF  RHEUMATOLOGY 


PHYSICIAN  TRAINING  PROGRAM 


March  12,  1976 
Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  St.  Joseph's  Hospital  & Medical  Center 

CONTACT: 

Ethelann  Murray,  M.D. 

St.  Joseph's  Hospital  & Medical  Center 
350  W.  Thomas  Road 
Phoenix,  AZ  85013 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GASTROENTEROLOGY  FOR  CLINICIANS-1976 

March  18-20,  1976 
Adams  Hotel,  Phoenix,  AZ 

SPONSOR:  Institute  of  Gastroenterology 
Good  Samaritan  Hospital 

CONTACT: 

David  C.  H.  Sun,  M.D. 

Good  Samaritan  Hospital 
1033  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GLENDALE  SAMARITAN  HOSPITAL 

7 A.M.  Second  Tuesday  Each  Month 
Conference  Room 

Nov.  1 1 — Evaluation  of  the  Patient  with 
Peripheral  Vascular  Disease 

Dec.  9 — Current  Concepts  in  Anesthesia 

SPONSOR:  Glendale  Samaritan  Hospital 

CONTACT: 

Antonio  Toraya,  M.D.,  FACS 
4550  N.  51st  Ave. 

Phoenix,  AZ  85031 

Approved  for  1 required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PSYCHIATRIC  GRAND  ROUNDS 

Every  Wednesday,  September  - May 
4:00  p.m.  to  5:30  p.m. 

Arizona  Medical  Center,  Tucson,  AZ,  Rm.  8403 

SPONSOR:  Department  of  Psychiatry,  U of  A 
College  of  Medicine 

CONTACT: 

Roy  N.  Killingsworth,  M.D. 

Dept,  of  Psychiatry 
Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  1 V2  per  session  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


October  1 , 1 975  - June  30,  1 976 
Tucson  Medical  Center,  Tucson,  AZ 

SPONSOR:  Arthritis  Services  Program 

CONTACT: 

Beth  Ziebell,  Prog.  Dir. 

3813  E.  2nd  St. 

Tucson,  AZ  85716 

Approved  for  30  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


STAFF  EDUCATION  CONFERENCE 

Wednesdays,  Weekly,  1 p.m. 

Arizona  State  Hospital,  Phoenix,  AZ 

SPONSOR:  Arizona  State  Hospital 

CONTACT: 

Howard  E.  Wulsin,  M.D. 

Arizona  State  Hospital 
2500  E.  Van  Buren 
Phoenix,  AZ  85008 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


MONTHLY  MEETING  OF  TUCSON 
RADIOLOGISTS 

Last  Tues.  of  Month 
Plaza  International,  Tucson,  AZ 

SPONSOR:  U of  A Medical  Center,  Dept,  of 
Radiology 

CONTACT:  Irwin  M.  Freundlich,  M.D. 

Arizona  Medical  Center 
Dept,  of  Radiology 
Tucson,  AZ  85724 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


BI-MONTHLY  MEDICAL  EDUCATION  SEMINAR 

Every  other  Wed.  AM 
Begin  7/3/74 

Maryvale  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Medical  Staff  Maryvale  Hospital 

CONTACT: 

Thomas  J.  Groves,  M.D. 

6037  W.  Elm  St. 

Phoenix,  AZ  85033 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuiing  Medical  Education. 
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CAMELBACK  HOSPITAL  CLINICAL  CONFERENCE 


FAMILY  PRACTICE  CONFERENCE 


3rd  Tuesday  monthly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


PATIENT  STAFFING  CONFERENCE 

Three  times  weekly 
Camelback  Hospital,  Phoenix,  AZ 

SPONSOR:  Camelback  Hospital 

CONTACT: 

Stuart  M.  Gould,  Jr.,  M.D. 

Medical  Director 
Camelback  Hospital 
5055  N.  34th  St. 

Phoenix,  AZ  85018 

Approved  for  1 elective  hour  per  conference  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


MORBIDITY  & MORTALITY  CONFERENCE 

2nd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT. 

R.  C.  Good,  M.D. 

Dir.  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  PATHOLOGICAL  CONFERENCE 

4th  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Director  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 

MEDICAL  GRAND  ROUNDS 

3rd  Monday,  Monthly,  12:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


1 st  Monday,  Monthly,  1 2:45  p.m. 
Scottsdale  Memorial  Hospital,  Scottsdale,  AZ 

SPONSOR:  Medical  Staff 

CONTACT: 

R.  C.  Good,  M.D. 

Dir.  of  Medical  Education 
7300  E.  4th  St. 

Scottsdale,  AZ 

Approved  for  1 elective  hour  per  conference  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CLINICAL  CANCER  CONFERENCE 

3rd  Wednesday  Every  Month 
Butler  Bldg.  Conference  Room 
Good  Samaritan  Hospital,  Phoenix,  AZ 

SPONSOR:  Good  Samaritan  Hospital 

CONTACT: 

John  A.  Bruner,  M.D. 

926  E.  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 required  hour  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


SURGICAL  GRAND  ROUNDS 
4TH  TUESDAY  OF  EACH  MONTH 

Hospital  Auditorium 
Baptist  Hospital,  Phoenix 

SPONSOR:  Baptist  Hospital  Phoenix 

CONTACT: 

James  B.  Shields,  M.D. 

6036  N.  19th  Ave 
Phoenix,  AZ  85015 

Approved  for  1 V2  required  hours  per  month  toward  the 
ArMA  Certificate  in  Continuing  Medical  Education. 


CARDIOLOGY  CONFERENCE 

Weekly  — Friday  8-9  a.m. 

St  Mary's  Hospital  Auditorium 
Tucson,  AZ 

SPONSOR:  St.  Mary's  Hospital 

CONTACT: 

A.  L.  Forte,  M.D. 

St.  Mary's  Hospital 
Tucson,  AZ  85724 

Approved  for  one  required  hour  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


PROBLEM  CASE  WORKSHOPS 

3rd  Monday  of  each  month  7:30  a.m. 

Room  4410,  Arizona  Medical  Center,  Tucson,  AZ 

SPONSOR:  Division  of  Ophthalmology,  U of  A 
College  of  Medicine 

CONTACT: 

H.  E.  Cross,  M.D.,  Ph.D. 

Arizona  Medical  Center 
Dept,  of  Surgery 
Tucson,  AZ 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX.  ARIZONA  85013. 


OFFICERS  AND  DIRECTORS  — 1975-76 

President — William  C.  Scott.  M l) 

President-Elect — Edward  Sattenspiel.  M.D  

Vice  President — John  F Kahle,  M.D 

Secretary — William  E.  Crisp.  M.D. 

Treasurer — Richard  L.  Dexter,  M.D. 

Past  President — William  G.  Payne,  M.D  

Editor-In— Chief— John  W Kennedy,  M.D 

Delegate  to  AM  A — Seymoui  I Shapiro.  M.D.  

Delegate  to  \MA — Richard  O Flynn  M.D  

Delegate  to  AMA — W.  Scott  Chisholm.  Jr  . M.D  

Alt  Delegate  to  AMA — Arthur  V Dudley.  Ji  . M.D 

Alt.  Delegate  to  AMA — John  J Standifer.  M.D 

Alt.  Delegate  to  AMA — Patrick  P Moraca.  M.D 

AMA  Trustee — Daniel  T.  Cloud.  M.D.  


1‘.  of  A , Dept,  of  OB-GYN.  Tucson  85724 

333  W.  Thomas  Rd..  Phoenix  85013 

715  N.  Be  aver.  Flagstaff  86001 

. . . . 926  E.  Me  Dowell  Rd..  Phoenix  85006 

P ().  Box  26926,  Tucson  85726 

I’  O Box  v I empe  85281 

705  E.  Tuc  kev  Ln.,  Phoenix  85014 

. . 5402  1-  Grant  Rd.,  No  I I ue  son  85712 

2210  S.  Mill  Ave.,  Tempe  85281 

. ...  1158  E Missouri  Av<  Phoenix  85014 

1601  N Tucson  Bhd.,  Tucson  85716 

412  E.  Oak  St..  Kingman  86401 

217  E.  Virginia.  Phoenix  85004 

3411  N.  5th  Ave  . Phoenix  85013 


DISTRICT  DIRECTORS 

Central  District— Reginald  J M.  Zeluff.  M.D 

Central  District — George  I..  Hoffmann.  M.D  

Central  District — James  M.  Hurley.  M.D 

Ontral  District — Wallace  A Reed.  M.D  

Ontral  District — Lawrence  1 Shapiro,  M.D. 

Northeastern  District — Jack  I.  Mowrey,  M.D 

Northwestern  District — Richard  T.  McDonald.  M.D  

Southeastern  District — Edward  R.  Curtis.  M l) 

Southern  District — Richard  S.  Armstrong.  M.D  

Southern  District — Henry  P Limbacher.  M.D  

Southern  District — Vernor  L Lovett.  M.D 

Southwestern  District — Glen  H.  Walker.  M.D 


217  K V irginia.  Phoenix  85004 

438  W 5th  Place.  Mesa  85201 

3143  \ 32nd  Si.,  Phoenix  85018 

1040  E McDowell  Rd..  Phoenix  85006 
..550  W.  Thomas  Rd.,  Phoenix  85013 

P.  ( ) Box  887.  I akesidc  85929 

713  N Beaver,  F lagstafi  80001 

503  ’'di  \w  Safft >rd  855 16 

P < ) Box  12787,  1 uc  son  85732 

2205  E Hampton,  Tucson  85719 

. . . . 'i  102  1 Giant  K.l  1 uc  son  85712 
291  W Wilson.  Coolidge  85228 


MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 

President — Herbert  W.  Bradliy,  M.D  800  Third  St..  Maryville.  C A 95001 

President-Elect — Fernando  de  La  Cueva,  M.D Pavo-No  135-306.  Guadalajara.  Jalisco.  Mexico 

Vice  President— Thomas  H Faber.  Jr..  M.D 2021  North  Ontral  Ave..  Phoenix.  A 7.  85004 

Secretary T \5A — Schyuler  V.  Hilts.  M.D. Tucson  Medical  Center.  P C)  Box  6607.  Tucson,  AZ  85733 

Ser retarv -Mexico — Ricardo  Ortiz  Amezcua,  M.D  Americas  No.  624-1.  Guadalajara,  Jalisro.  Mexiro 

Treasurer- USA— Lucy  A.  Vernetti.  M.D 333  West  Thomas  Rd..  No.  207.  Phoenix.  AZ  85013 

Treasurer- Mexiro— Jorge  Riggen  Davila.  M.D  Marsel  la  No.  510-Sut.  Guadalajara.  Jalisro.  Mexico 

Executive  Sets.  USA — Mrs.  Virginia  E.  Bryant  333  W Thomas  Rd  207.  Phoenix.  AZ  85013 

Executive  Ser v. -Mexico— Sr.  Alfredo  Patron Herberto  Frias  No.  60-Sur  Mazatlan.  Sinaloa.  Mexiro 


COMMITTEES  — 1975-76 


ARTICLES  OF  INCORPORATION  &•  BYLAWS  Charles  E Henderson.  M D . 
Chairman  (Phoenix):  Philip  E.  Dew.  M.D.,  (Tucson);  Arnold  H.  Dysterhefl. 
M.D.  (Lakeside);  Paul  B.  Jarrell.  M.D  . (Phoenix);  Clarence  E.  Yount.  Jr..  M.D. 


BENEVOLENT  AND  LOAN  FUND:  Arthur  V.  Dudley,  M D , Chairman, 
(Turson );  George  Adams,  M.D..  (Tucson ).  Richard  L Dexter , M.D.  ( I ur  son ); 
R Lee  Foster,  M.D  (Phoenix);  Edward  J.  Lefeber.  M.D.  (Mesa);  Cecil  C. 
Vaughn.  Jr..  M.D.  (Phoenix);  Cirri  E.  Voldeng.  M.D.  (Phoenix) 

FINANCE:  Richard  L.  Dexter.  M D . Chairman  (Tucson);  William  J.  Dunn. 
M D.  (Phoenix):  Herbert  C.  Erhart.  Jr..  M.D.  (Springerville);  James  L.  Grobe. 
M.D..  (Phoenix);  Charles  C.  Hedges.  Jr..  M.D.  (Phoenix);  Gerald  Marshall. 
M.D.  (Phoenix);  Robert  P.  Purpura.  M.D..  (Tucson);  Otto  S.  Shill.  Jr..  M.D. 
(Tempe);  Seymour  1 Shapiro.  M.D.  (Tucson);  George  Wallare.  M.D.  (Scotts- 
dale) 


GOVERNMENTAL  SERVICES:  Arthur  D Nelson.  M.D. .Chairman. (Scottsdale); 
John  A.  Ash.  M.D.,  (Phoenix);  Otto  L Bendheim,  M.D.,  (Phoenix);  Suzanne 
E.  Dandoy.  M.D  . (Phoenix);  Donn  G Duncan.  M D . (Tucson);  Walter 
R Either.  M.D  (Chandler):  Lloyd  S.  Epstein.  M D , (Turson);  John  W 
Heaton.  M D . (Phoenix);  Charles  Kalil.  M.D.  (Phoenix);  Frank  V.  Keary. 
M D..  (Tucson);  Louis  C.  Kossuth.  M.D.  (Phoenix);  Joseph  J Ltkos,  M.D. 
(Phoenix);  Joseph  L Marcarellt.  M.D,  (Sun  City);  Dermont  W Meltck. 
M.D..  (Tucson);  O.  Melvin  Phillips.  M.D.  (Scottsdale);  Wallace  A Reed. 
M.D.  (Phoenix);  Helen  M Roberts,  M.D  (Phoenix);  Marvin  C.  Schneider. 
M.D.,  (Phoenix). 


HEALTH  MANPOWER:  Louis  C.  Kossuth.  M.D  . Chairman  (Phoenix);  Casey  D. 
Blitt.  M.D  . (Tucson);  Bruce  N.  Curtis.  M.D.  (Salford);  Alexander  Keller. 
M.D..  (Tucson);  Edward  J I.efeber,  Jr..  M.D.  (Mesa);  Roger  A Lueck,  M.D. 
(Phoenix);  Dermont  W Melick,  M.D..  (Tucson);  John  B Miller,  M D , 
(Phoenix);  Andrew  W.  Nit  hols.  M D . (Tucson);  Robert  St.  John.  M D.. 
(Phoenix);  Manus  R Spanner.  M.D.  (Prescott);  H Stephens  Thomas.  M.D.. 
(Phoenix);  Jesse  W.  Tapp.  Jr  M.D.,  (Tucson);  Herbert  L.  Winograd.  M D , 
(Phoenix). 


HISTORY  & OBITUARIES:  John  W Kennedy.  M.D.  Chairman  (Phoenix); 
Francis  J Bean,  M.D  (Tucson);  Wallet  Brazie.  M D . (Kingman):  C. .Bland 
Giddings,  M D . (Mesa):  John  R.  Creen.  M D,  (Phoenix);  Abe  I.  Podolsky 
M.D.  (Yuma);  Jay  L.  Sitterley,  M.D.,  (Flagstaff). 


LEGISLATIVE:  Edward  Sattenspiel.  M D.  Chairman.  (Phoenix);  Richard  VV 
Abbuhl.  M.D.  (Phoenix);  James  E.  Campbell.  MD.  (Phoenix);  John  S. 
Carlson,  M.D..  (Phoenix);  W.  Scott  Chisholm.  Jt  M.C.  (Phoenix);  Sam 
C Colaihts.  Jr  . M.D.  (Phoenix)  Richard  L Collins.  M.D.  (Scottsdale) 
Donald  F C.riess.  M D..  (Tucson);  Louis  Hirsch.  M.D..  (Tucson);  Robert  D. 
Hedgell.  M.D  . (Prescolt);  John  P Holbrook.  M D , (Turson  k Gerald 
Marshall,  M D . (Phoenix);  Richard  McGill.  D O . (Phoenix);  Gerald  F 
McNally.  M.D,  (Prescott);  Donald  R Miles.  M.D.,  (Phoenix);  R Michael 


O'Harra.  M.D.  (Phoenix);  Robert  | Oliver.  III.  M.D.  (Tucson);  Ratibor 
Patovich.  Ml)  , (Phoenix);  O Melvin  Phillips.  Ml),  (Scoiisdle):  Wilred 
M.  Potter,  M D.  (Scottsdale);  Paul  1.  Schnur,  M I)..  (Tucson);  Berton  Siegel. 
D O,  (Phoenix):  John  Vosskuhler.  M.D  . (Flagstaffl:  Dennis  Wetland.  M.D  . 
(Scottsdale). 

MATERNAL  fk  CHILD  HEALTH  CARL  Raymond  J.  Jennett,  MD.  Chairman 
(Phoenix);  Frederic  VV' . Baum.  M.D.  (Tempe);  Walter  B.  Cherny  M.D.. 
(Phoenix):  C.  Donald  Christian.  M.D.  (Tucson);  Warren  A Colton.  Jr..  M D , 
(Tempe);  William  J.  R Daily.  M D , (Phoenix);  Jack  H Demlow,  M.D.. 
(Tucson);  Glenn  M.  F'riedman,  M.D.  (Scottsdale);  Harlan  R Giles.  M.D  , 
(Tucson):  Walter  K Kippard  III.  M.D  (Phoenix);  Belton  P Meyer.  M.D  , 
(Phoenix);  William  J.  Moore.  M.D,,  (Phoenix);  William  G Payne,  M.D. 
(Tempe):  David  Pent.  M.D.  (Phoenix);  Hermann  S.  Rhu.  Jr  . M.D  . (meson): 
Paul  W Whitmore,  D O . (Phoenix). 

MEDICAL  ECONOMICS:  Robert  P Purpura.  M.D,  Chairman  (Tucson); 
Richard  S.  Armstrong.  M.D..  (Tucson);  Albert  (..  Asendorf.  M.D  . (Phoenix); 
Chester  G.  Bennett.  M.D.  (Phoenix);  Avi  Ben-Ora,  M D,  (Scottsdale); 
Charles  M.  Bergschneider,  M.D.  (Scottsdale);  Arthur  M Brandt.  M.D, 
(Tucson);  Sam  C.  Colachis,  Jr  . M.D.  (Phoenix);  Charles  F Dalton.  M D. 
(Phoenix);  George  1 Hoffmann.  M.D.  (Mesa);  Frederick  W Jensen,  Jr  , 
M.D.  (Phoenix);  John  F Kahle.  M D . (Flagstaff);  Floward  N.  Kandell.  M.D. 
(Phoenix);  Patritk  P Morara.  M.D  , (Phoenix).  Paul  L Schnur.  M.D, 
(Tucson);  George  Serbtn.  M.D..  (Phoenix);  Richard  V\  Switzer.  M.D  . 
(Turson);  Burton  E Weissman.  M I)..  (Phoenix);  Reginald  J M Zeluff. 
M.D.,  (Phoenix). 

MEDICAL  EDUCATION:  Robert  E.  T.  Stark.  M.D  , Chairman  (Phoenix): 
James  E Brady.  Jr..  M.D.  (Tucson);  Daniel  B.  Carroll.  M I)  . (Phoenix); 
Melvin  L.  Cohen.  M.D.  (Phoenix);  George  D.  Comem.  M.D,  (Tucson); 
David  J.  Crosby.  M l).  (Phoenix);  Kenneth  A Dregseth.  M.D.  (Sierra 
Vista);  Francis  T.  Flood.  M D . (Phoenix);  Harry  W ILtle.  Jr  . M.D. 
(Phoenix);  Robert  E Hastings.  Jr  . M.D.  (Tucson);  M Wayne  Heine.  M D. 
(Turson);  Raymond  J Jennett.  M.D.  (Phoenix);  Howard  N.  Kandell. 
M I)  . (Phoenix);  Jark  M.  Lavton.  M.D  . (Tucson):  Laurence  R Mansur. 
M.D.  (Safford):  William  F.  Sheely,  M.D,  (Phoenix):  Lawrence  Stern. 
M.D,  (Tucson);  Jesse  W Tapp.  Jr  . M.D.  (Turson);  Asion  B Taylor.  M.D. 
(Phoenix);  Albert  G Wagner.  M.D.  (Phoenix). 

OCCUPATIONAL  HEAL.TH:  [oseph  M Hughes.  M D , Chairman,  (Phoenix); 
Floyd  K Berk.  M D . (Tucsonl;  Richard  Besserman.  M.D.,  (Phoenix):  Earl 
M Best.  M.D.  (Phoenix);  Sheldon  Davidson.  M.D.  (Phoenix);  Walter 
V Edwards.  M D . (Phoenix):  Robert  V.  Horan.  M.D.  (Morenci);  Robert  B 
Leonard.  M.D.  (Phoenix);  Florian  R.  Rabe.  M.D.  (Scottsdale);  Eugene  J 
Ryan.  M.D  (Phoenix);  William  C.  Trier.  M.D  (Tucson);  Mater  Tuchler. 
M.D.  (Phoenix);  Willis  A.  Warner.  M.D..  (Phoenix). 

PHYSICIAN  REHABILITATION  Richard  E.  H Duisberg.  M.D.,  Chairman 
(Phoenix);  John  Bariness.  M.D  . (Phoenix);  Oito  L.  Bendheim.  M.D.. 
(Phoenix):  William  E Bishop.  MD,  (Globe);  John  T.  Clymer.  M.D.. 
(Tucson)  Donald  L.  Damstra.  M.D  (Phoenix);  Bernard  M.  Kuhr,  M.D, 
(Tucson);  Laurence  M Linkner,  M.D  . (Phoenix);  Walter  B Tomlinson. 
M.D.  (Elgin):  Karl  E.  Voldeng,  M.D  . (Phoenix);  Eleanoi  A.  W'askow.  M.D. 
(Phoenix). 


ARIZONA  MEDICINE  ggy 


MEMBERS  ARE  URGED  TO  BRING  MATTERS  ON  INTEREST  AND  CONCERN  TO 
THE  CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF 
ANY  MEMBER  OF  THE  BOARD  OF  DIRECTORS. 


AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROFESSIONAL:  Robert  S.  Ganelin,  M.D.,  Chairman.  (Phoenix):  Paul  M. 
Bindelgas.  M.D.,  (Phoenix);  Paul  B Borgeson,  M.D.,  (Phoenix);  John  A. 
Bruner.  M.D.,  (Phoenix);  L.  Philip  Carter.  M.D..  ( Phoenix);  James  L.  Grobe, 
M.D.  (Phoenix);  Joseph  W.  Hanss,  Jr  . M.D.,  (Phoenix);  James  M.  Hurley, 
M D„  (Phoenix),  Helen  Johnson,  M.D.,  (Tucson);  Laurence  M.  Linkner, 
M.D.,  (Phoenix).  William  G.  Payne,  M.D  , (Tempe);  Edward  Sattenspiel, 
M.D..  (Phoenix);  Donald  F Schaller,  M.D  . (Phoenix);  George  A.  Spendlove, 
M.D.,  (Phoenix);  Neil  O.  Ward,  M.D.,  (Phoenix). 

PUBLIC  RELATIONS:  Selma  E.  Targovnik.  M.D..  Chairperson  (Phoenix); 
W David  Ben-Asher.  M l)  , (Tucson);  E.  Fredrick  Bloemker.  M.D.,  (Phoenix); 
J Waller  Brock,  M.D.,  (Scottsdale);  Ronald  L.  Christ,  M.D,  (Yuma);  Julian 
DeVries,  (Phoenix);  Edward  B Grothaus.  M.D  , (Sierra  Vista);  Robert  A 
Johnson.  M.D  , (Phoenix);  Robert  F.  Kelling,  Sr..  M.D.,  (Ajo);  Irving  M. 
Pallin,  M D , (Sun  City);  William  Russell.  Jr..  M.D.,  (Phoenix);  Morton  S. 
Thomas  III,  M.D..  ( Wickenburg). 

PUBLISHING:  John  W Kennedy.  M.D..  Chairman.  (Phoenix);  Walter  V. 
Edwards.  M.D.,  (Phoenix);  Gerald  Kaplan.  M.D  . (Phoenix);  George  Lastnick, 
M D . (Sun  City);  William  B McGrath,  M.D  . (Phoenix);  David  Pent, 
M.D.,  (Phoenix);  Michael  M.  Schreiber.  M.D..  (Tucson):  David  C.  H.  Sun. 
M.D.  (Phoenix). 

SCIENTIFIC  ASSEMBLY:  Milton  S.  Dworin,  M.D  ..  Chairman.  (Tucson); 
Merrill  M.  Abeshaus,  M I)  . (Flagstaff);  Suresh  C Anand,  M.D  (Phoenix): 
Floyd  K.  Berk.  M D,  (Tucson);  Thomas  E.  Bittker.  M.D.  (Phoenix); 
W.  Scott  Chisholm.  M.D  , (Phoenix);  Vicent  A.  Fulginiti,  M.D.,  (Tucson); 
Otto  Gambacorta.  M.D..  (Tucson);  Jerome  Gerendasy,  M D..  (Mesa); 
Laurence  M Haas.  M.D.,  (Tucson);  Timothy  R Harrington,  M.D.. 
(Phoenix);  Clifford  J.  Harris,  Jr..  M.D  . (Mesa);  Thomas  F.  Hartley,  M.D.. 
(Phoenix);  Wayne  H Heine,  M.D..  (Tucson);  Thomas  S.  Henry.  M.D.. 
(Flagstaff);  James  M.  Hurley.  M.D,  (Phoenix);  Mark  M.  Kartchner,  M.D.. 
(Tucson);  Norman  N.  Komar.  M.D  , (Tucson);  Eugene  Leibsohn,  M.D., 
(Phoenix);  Philip  Levy.  M.D.,  (Phoenix);  William  S.  Nevin,  M.D.,  (Tucson); 
Neopito  L.  Robles,  M.D.,  (Tucson);  Richard  A Silver.  M.D  , (Tucson); 
Donald  P.  Speer,  M.D.,  (Tucson);  Louis  S.  San,  M.D.,  (Phoenix).  Wilbur  C. 
Voss.  M.D.,  (Tucson);  Donald  J Ziehm,  M.D.,  (Phoenix) 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1975-76 

APACHE:  Daniel  L.  Neel,  M.D.,  President,  P.O.  Box  887,  Lake- 
side, 85929;  Robert  D.  Martin,  M.D.,  Secy.,  Prof.  Plaza  Bldg., 
Pinetop,  85935. 

COCHISE:  John  C.  Conroy,  M.D.,  President.  Copper  Queen 
Hospital,  Bisbee,  85603;  Pedro  Mora,  M.D.,  Secy.,  702 
Yuma  Trail,  Bisbee,  85603. 

COCONINO.  John  B.  Jamison,  M.D.,  President,  1355  N.  Beaver, 
Flagstaff,  86001;  Joseph  H.  Reno,  M.D.,  Secy.  P.  O.  Box  310, 
Flagstaff,  86001. 

GILA.  Bert  Lambrecht,  M.D.,  President,  Box  777,  Miami,  85539; 
David  B.  Gilbert,  M.D.,  Secy.,  P.O.  Box  1030,  Payson, 
85541. 

GRAHAM:  Dennis  Hess,  M.D.,  President,  503  5th  Ave.,  Safford, 
85546;  Laurence  R.  Mansur,  M.D.,  Secy.,  2016  W.  16th  St., 
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MAKES  SENSE 


Trademark 


Each  capsule  contains  50  mg. 
of  Dyrenium*  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 


FOR  LONG-TERM  CONTROL 


OF  HYPERTENSION 


Serum  K~k  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  nepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending,  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  anti  hypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co,,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 
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TRIAVIL 

containing  perphenazine  and  amitriptyline  HC1 
a tranquilizer-antidepressant 

for  depression 
with  moderate  anxiety 

in  many  cases  a result  of  the  ‘‘empty  nest  syndrome” 


The  mid-life  crisis:  a critical  crossroad 

Preparation  for  change— intellectually,  vocationally  (or 
avocationally),  and  emotionally— can  often  help  the  meno- 
pausal-aged  woman  cope  successfully  with  a new  and  dif- 
ferent role  after  the  children  are  grown  and  gone.  Even 
when  these  changes  have  been  anticipated  and  prepared 
for,  a mid-life  depression  with  moderate  anxiety  is  not 
uncommon— a syndrome  often  uncontrolled  by  counsel- 
ing or  other  appropriate  measures  and  for  which  specific 
medication  may  be  required. 

When  depression 

with  moderate  anxiety  persists, 

TRIAVIL  can  often  help 

TRIAVIL  provides  a highly  effective  antidepressant  and 
tranquilizer  for  symptomatic  relief  of  both  depression  and 
coexisting  moderate  anxiety.  The  patient  may  be  able  to 
function  more  effectively  in  her  daily  life. 

Many  symptoms  associated  with  depression  and  anxiety 
such  as  insomnia,  fatigue,  anorexia,  and  functional  G.I. 
complaints,  are  frequently  alleviated.  More  complete 
symptomatic  relief  is  usually  afforded  than  with  an  anti- 
depressant or  a tranquilizer  alone.  In  fact,  when  anxiety 
masks  the  depressive  state,  treatment  with  just  a tran- 
quilizer may  deepen  the  depression  and  delay  symptom- 
atic improvement. 


Advantages  of  the  two  components 
in  TRIAVIL  taken  together 

A single  tablet  containing  both  an  antidepressant  and  a 
tranquilizer  encourages  patients  to  take  medication  prop- 
erly and  reduces  the  risk  of  dosage  confusion  and  error. 
Cost  of  therapy  to  the  patient  is  usually  less.  To  date,  clini- 
cal evaluations  have  revealed  no  undesirable  reactions 
peculiar  to  the  combination.  Tablets  TRIAVIL  are  available 
in  four  different  combinations  affording  flexibility  and 
individualized  dosage  adjustment. 

Treatment  with  TRIAVIL— a balanced  view 

Contraindicated  in  CNS  depression  from  drugs;  in  the 
presence  of  evidence  of  bone  marrow  depression;  and  in 
patients  hypersensitive  to  phenothiazines  or  amitriptyline. 
Should  not  be  used  during  the  acute  recovery  phase  follow- 
ing myocardial  infarction  or  in  patients  who  have  received 
an  MAOI  within  two  weeks.  Patients  with  cardiovascular 
disorders  should  be  watched  closely.  Not  recommended  in 
children  or  during  pregnancy.  The  drug  may  impair  mental 
or  physical  abilities  required  in  the  performance  of  hazard- 
ous tasks  and  may  enhance  the  response  to  alcohol. 
Antiemetic  effect  may  obscure  toxicity  due  to  other  drugs 
or  mask  other  disorders.  Since  suicide  is  a possibility  in 
any  depressive  illness,  patients  should  not  have  access  to 
large  quantities  of  the  drug.  Hospitalize  as  soon  as  possible 
any  patient  suspected  of  having  taken  an  overdose.  MSD 


For  additional  prescribing  information,  please  turn  to  the  following  page. 


for  highly  effective  relief 
of  depression  with  moderate  anxiety 


containing  perphenazine  and  amitriptyline  HC1 
a tranquilizer-antidepressant 

Available: 

TRIAVIL®  2-25:  Each  tablet  contains 
2 mg  perphenazine  and  25  mg  amitriptyline  HCI 

TRIAVIL®  2-10:  Each  tablet  contains 
2 mg  perphenazine  and  10  mg  amitriptyline  HCI 

TRIAVIL®  4-25:  Each  tablet  contains 
4 mg  perphenazine  and  25  mg  amitriptyline  HCI 

TRIAVIL®  4-10:  Each  tablet  contains 
4 mg  perphenazine  and  10  mg  amitriptyline  HCI 

INITIAL  THERAPY  FOR  MANY  PATIENTS 

TRIAVIL®  2-25  (or  TRIAVIL®  4-25)  ti.d.  orq.i.d. 

FOR  FLEXIBILITY  IN  ADJUSTING  MAINTENANCE  THERAPY 

TRIAVIL®  2-10  (or  TRIAVIL®  4-10} 

CONTRAINDICATIONS:  Central  nervous  system  depression  from 
drugs  (barbiturates,  alcohol,  narcotics,  analgesics,  antihistamines); 
bone  marrow  depression;  known  hypersensitivity  to  phenothiazines  or 
amitriptyline.  Do  not  give  concomitantly  with  MAOI  drugs  because 
hyperpyretic  crises,  severe  convulsions,  and  deaths  have  occurred 
from  such  combinations.  Allow  minimum  of  14  days  between  thera- 
pies, then  initiate  therapy  with  TRIAVIL  cautiously,  with  gradual 
increase  in  dosage  until  optimum  response  is  achieved.  Not  recom- 
mended for  use  during  acute  recovery  phase  following  myocardial 
infarction. 

WARNINGS:  TRIAVIL  should  not  be  given  with  guanethidine  or  simi- 
larly acting  compounds.  Use  cautiously  in  patients  with  history  of 
urinary  retention,  angle-closure  glaucoma,  increased  intraocular 
pressure,  or  convulsive  disorders.  In  patients  with  angle-closure  glau- 
coma, even  average  doses  may  precipitate  an  attack.  Patients  with 
cardiovascular  disorders  should  be  watched  closely.  Tricyclic  antide- 
pressants, including  amitriptyline  HCI,  particularly  in  high  doses,  have 
been  reported  to  produce  arrhythmias,  sinus  tachycardia,  and 
prolongation  of  conduction  time.  Myocardial  infarction  and  stroke 
have  been  reported  with  tricyclic  antidepressant  drugs.  Close  super- 
vision is  required  for  hyperthyroid  patients  or  those  receiving  thyroid 
medication.  Caution  patients  performing  hazardous  tasks,  such  as 
operating  machinery  or  driving  motor  vehicles,  that  drug  may  impair 
mental  and/or  physical  abilities.  Not  recommended  in  children  or  dur- 
ing pregnancy. 

PRECAUTIONS:  Suicide  is  a possibility  in  depressed  patients  and 
may  remain  until  significant  remission  occurs.  Such  patients  should 
not  have  access  to  large  quantities  of  this  drug. 

Perphenazine:  Should  not  be  used  indiscriminately.  Use  with  caution 
in  patients  who  have  previously  exhibited  severe  adverse  reactions  to 
other  phenothiazines.  Likelihood  of  untoward  actions  is  greater  with 
high  doses.  Closely  supervise  with  any  dosage.  The  antiemetic  effect 
of  perphenazine  may  obscure  signs  of  toxicity  due  to  overdosage  of 
other  drugs  or  make  more  difficult  the  diagnosis  of  disorders  such  as 
brain  tumor  or  intestinal  obstruction.  A significant,  not  otherwise 
explained,  rise  in  body  temperature  may  suggest  individual  intoler- 
ance to  perphenazine,  in  which  case  discontinue. 

If  hypotension  develops,  epinephrine  should  not  be  employed,  as 
its  action  is  blocked  and  partially  reversed  by  perphenazine.  Pheno- 
thiazines may  potentiate  the  action  of  central  nervous  system  depres- 
sants (opiates,  analgesics,  antihistamines,  barbiturates,  alcohol)  and 
atropine.  In  concurrent  therapy  with  any  of  these,  TRIAVIL  should  be 
given  in  reduced  dosage.  May  also  potentiate  the  action  of  heat  and 
phosphorous  insecticides. 

Amitriptyline:  In  manic-depressive  psychosis,  depressed  patients 
may  experience  a shift  toward  the  manic  phase  if  they  are  treated  with 
an  antidepressant.  Patients  with  paranoid  symptomatology  may  have 
an  exaggeration  of  such  symptoms  The  tranquilizing  effect  of 
TRIAVIL  seems  to  reduce  the  likelihood  of  this  effect.  When  ami- 
triptyline HCI  is  given  with  anticholinergic  agents  or  sympathomimetic 
drugs,  including  epinephrine  combined  with  local  anesthetics,  close 
supervision  and  careful  adjustment  of  dosages  are  required. 

Caution  is  advised  if  patients  receive  large  doses  of  ethchlorvynol 
concurrently.  Transient  delirium  has  been  reported  in  patients  who 
were  treated  with  1 g of  ethchlorvynol  and  75-150  mg  of  amitriptyline 
HCI. 

Amitriptyline  HCI  may  enhance  the  response  to  alcohol  and  the 
effects  of  barbiturates  and  other  CNS  depressants. 

Concurrent  administration  of  amitriptyline  HCI  and  electroshock 
therapy  may  increase  the  hazards  associated  with  such  therapy. 


Such  treatment  should  be  limited  to  patients  for  whom  it  is  essential. 
Discontinue  several  days  before  elective  surgery  if  possible  Eleva- 
tion and  lowering  of  blood  sugar  levels  have  both  been  reported. 
ADVERSE  REACTIONS:  Similar  to  those  reported  with  either  constit- 
uent alone. 

Perphenazine:  Side  effects  may  be  any  of  those  reported  with 
phenothiazine  drugs:  extrapyramidal  symptoms  (opisthotonus,  ocu- 
logyric crisis,  hyperreflexia,  dystonia,  akathisia,  acute  dyskinesia, 
ataxia,  parkinsonism)  can  usually  be  controlled  by  the  concomitant 
use  of  effective  antiparkinsonian  drugs  and/or  by  reduction  in  dos- 
age, but  sometimes  persist  after  discontinuation  of  the  phenothiazine 

Tardive  dyskinesia  may  appear  in  some  patients  on  long-term  ther- 
apy or  may  occur  after  drug  therapy  with  phenothiazines  and  related 
agents  has  been  discontinued.  The  risk  appears  to  be  greater  in 
elderly  patients  on  high-dose  therapy,  especially  females.  Symptoms 
are  persistent  and  in  some  patients  appear  to  be  irreversible.  The 
syndrome  is  characterized  by  rhythmical  involuntary  movements  of 
the  tongue,  face,  mouth,  or  jaw  (e  g.,  protrusion  of  tongue,  puffing  of 
cheeks,  puckering  of  mouth,  chewing  movements).  Involuntary  move- 
ments of  the  extremities  sometimes  occur.  There  is  no  known  treat- 
ment for  tardive  dyskinesia;  antiparkinsonism  agents  usually  do  not 
alleviate  the  symptoms.  It  is  advised  that  all  antipsychotic  agents  be 
discontinued  if  the  above  symptoms  appear.  If  treatment  is  reinstitu- 
ted, or  dosage  of  the  particular  drug  increased,  or  another  drug  sub- 
stituted, the  syndrome  may  be  masked.  It  has  been  suggested  that 
fine  vermicular  movements  of  the  tongue  may  be  an  early  sign  of  the 
syndrome,  and  that  the  full-blown  syndrome  may  not  develop  if  medi- 
cation is  stopped  when  lingual  vermiculation  appears. 

Other  side  effects  are  skin  disorders  (photosensitivity,  itching, 
erythema,  urticaria,  eczema,  up  to  exfoliative  dermatitis);  other 
allergic  reactions  (asthma,  laryngeal  edema,  angioneurotic  edema, 
anaphylactoid  reactions);  peripheral  edema;  reversed  epinephrine 
effect;  hyperglycemia;  endocrine  disturbances  (lactation,  galac- 
torrhea, gynecomastia,  disturbances  of  menstrual  cycle);  altered 
cerebrospinal  fluid  proteins;  paradoxical  excitement;  hypertension, 
hypotension,  tachycardia,  and  ECG  abnormalities  (quinidine-like 
effect);  reactivation  of  psychotic  processes;  catatonic-like  states; 
autonomic  reactions,  such  as  dry  mouth  or  salivation,  headache, 
anorexia,  nausea,  vomiting,  constipation,  obstipation,  urinary 
frequency  or  incontinence,  blurred  vision,  nasal  congestion,  and  a 
change  in  pulse  rate;  hypnotic  effects;  pigmentary  retinopathy;  cor- 
neal and  lenticular  pigmentation;  occasional  lassitude,  muscle  weak- 
ness, mild  insomnia.  Other  adverse  reactions  reported  with  various 
phenothiazine  compounds  include  blood  dyscrasias  (pancytopenia, 
thrombocytopenic  purpura,  leukopenia,  agranulocytosis,  eosinophil- 
ia);  liver  damage  (jaundice,  biliary  stasis);  grand  mal  convulsions; 
cerebral  edema;  polyphagia;  photophobia;  skin  pigmentation;  and 
failure  of  ejaculation. 

Amitriptyline:  Note:  Listing  includes  a few  reactions  not  reported  for 
this  drug,  but  which  have  occurred  with  other  pharmacologically  simi- 
lar tricyclic  antidepressant  drugs.  Cardiovascular:  Hypotension; 
hypertension;  tachycardia;  palpitation;  myocardial  infarction;  arrhyth- 
mias; heart  block;  stroke.  CNS  and  Neuromuscular:  Confusional 
states;  disturbed  concentration;  disorientation;  delusions;  hallucina- 
tions; excitement;  anxiety;  restlessness;  insomnia;  nightmares;  numb- 
ness, tingling,  and  paresthesias  of  the  extremities;  peripheral 
neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration  in 
EEG  patterns;  extrapyramidal  symptoms;  tinnitus;  syndrome  of  inap- 
propriate ADH  (antidiuretic  hormone)  secretion.  Anticholinergic:  Dry 
mouth;  blurred  vision;  disturbance  of  accommodation;  constipation; 
paralytic  ileus;  urinary  retention;  dilatation  of  urinary  tract.  Allergic: 
Skin  rash;  urticaria;  photosensitization;  edema  of  face  and  tongue. 
Hematologic:  Bone  marrow  depression  including  agranulocytosis; 
leukopenia;  eosinophilia;  purpura;  thrombocytopenia.  Gastrointes- 
tinal: Nausea;  epigastric  distress;  vomiting;  anorexia;  stomatitis;  pecu- 
liar taste;  diarrhea;  parotid  swelling;  black  tongue.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  decreased  libido; 
elevated  or  lowered  blood  sugar  levels.  Other:  Dizziness,  weakness; 
fatigue;  headache;  weight  gain  or  loss;  increased  perspiration;  uri- 
nary frequency;  mydriasis;  drowsiness;  jaundice;  alopecia.  With- 
drawal Symptoms:  Abrupt  cessation  after  prolonged  administration 
may  produce  nausea,  headache,  and  malaise.  These  are  not  indica- 
tive of  addiction. 

OVERDOSAGE:  All  patients  suspected  of  having  taken  an  over- 
dosage should  be  admitted  to  a hospital  as  soon  as  possible.  Treat- 
ment is  symptomatic  and  supportive.  However,  the  intravenous 
administration  of  1—3  mg  of  physostigmine  salicylate  is  reported  to 
reverse  the  symptoms  of  tricyclic  antidepressant  poisoning.  Because 
physostigmine  is  rapidly  metabolized,  the  dosage  of  physostigmine 
should  be  repeated  as  required  particularly  if  life-threatening  signs 
such  as  arrhythmias,  convulsions,  and  deep  coma  recur  or  persist 
after  the  initial  dosage  of  physostigmine.  On  this  basis,  in  severe  over- 
dosage with  perphenazine-amitriptyline  combinations,  symptomatic 
treatment  of  central  anticholinergic  effects  with  physostigmine  salicy- 
late should  be  considered. 

For  more  detailed  information,  consult  your  MSD 
Representative  or  see  lull  Prescribing  Information 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co  Inc 
West  Point,  Pa  19486 


MSD 

MERCK 

SHARft 

DOHME 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


it  will  last  a lifetime.  .. 

rajE  PLAQUE  SHOP 


Wood  plaques — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE  * 
SCOTTSDALE.  ARIZONA  15251  * 
(602)  945  - 9331 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882  - 6669 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Director*:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Emergency  — our  business 

Air  Evac  — serving  all  Arizonans  — 
can  be  ordered  by  any  physician 
anytime  to  transport  a patient 
anywhere.  Medically  trained  flight 
crew  is  airborne  in  30  minutes. 


(602)  254-7150 


A/PFVAC 


Samaritan  Health  Service 

Phoenix,  Arizona 
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tHedical  Center  K-^aif  and  Clinical  Xaberatcrtj 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

CLINICAL  PATHOLOGY  DIAGNOSTIC  X-RAY 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE  ELECTROCARDIOGRAPHY 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director 
Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


a sTrucTureo  proGraM 

For  THE  P3T1ENT. 


Every  detail  for  the 

patient's  well-being 

is  carefully  planned 

x 

and  evaluated  in 

conjunction  with 

o 

his  personal  physician 

camelback  hospital 

5055  north  thirty-fourth  street 

phoenix,  arizona  85018 


• O 


A NON-PROFIT  COMMUNITY  PSYCHIATRIC  HOSPITAL 
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— 

ArMA  offers  a NEW 

INSURANCE  FORM 

FOR  ALL  CLAIMS 

An  order  today  will  stop  the  confusion  of 
multiple  insurance  forms 
Sample  available  on  request 

COST:  $1 .75  per  hundred 

To:  Arizona  Medical  Association 
8 1 0 West  Bethany  Home  Rd. 

Phoenix,  AZ  8501  3 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.75  per  hundred. 


NAME  

Address  

Bill  me  □ Payment  Enclosed  □ 


ANNOUNCING 

The  First  American-German  Postgrad- 
uate Medical  Congress  will  take  place 
between  December  26,  1975  and  January 
9,  1976  at  the  Holiday  Inn  in  Nassau  fol- 
lowed by  a Caribbean  cruise.  Fifteen 
qualified  University  Professors  from  the 
United  States  and  Germany,  all  bilingual, 
will  participate  in  teaching  seminars  re- 
commended for  practicing  physicians, 
internists,  cardiologists,  family  physic- 
ians. 

Contact: 

S.  Heyden,  M.D., 

Dept,  of  Community  Health  Sciences, 
Duke  University  Medical  Center 
Durham,  North  Carolina  27710 
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995 


PULMONARY  FUNCTION  DIAGNOSTIC 

SERVICES 

An  Outpatient  Pulmonary  Function  Laboratory  Facility 
under  direction  of  pulmonary  specialists 

offering : 

• SPIROMETRY  (routine) 

• SPIROMETRY  (before  and  after  bronchodilator  therapy) 

• LUNG  VOLUMES 

•ARTERIAL  BLOOD  GASES  (at  rest  and  treadmill  exercise) 

Studies  may  be  scheduled  by  calling:  257-9195 

Address:  Suite  A-8 

1130  East  McDowell  Road 
Phoenix,  Az.  85006 


THese 

smriGLes 

maKe 


Jerome  F. 
Szymanski,  MD 


Harris  D. 
Murley,  MD 


A 

GrEaT 

BUILDinG 


Camelback  Professional  Building 
5051  N.  34th  STREET 
PHOENIX , ARIZONA  85018 
(602)  955-6200 

general  psychiatry  / child  psychiatry  / psychoanalysis,  clinical  psychology  / and  family  counseling. 
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Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


FREE  RADIO  EQUIPPED  DELIVERY 

w *Scottsdale  call 
Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 

3904  N.  Scottsdale  Rd.  945-8420  - 945-8429 
Next  to  the  1st  National  Bank 


Open  'til  10  p.m.  daily  — 9 p.m.  Sundays 


IF  BUSY  CALL  252-1573 

Suit  f<?20 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  32*£g  STOIC 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


Classified 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

70  E.  Mitchell  Dr.,  Suite  6 
Phoenix,  Arizona  85012 
263-9090 


PORSCHE  I AUDI 


9\& 


320  N.  CENTRAL  AVENUE 
PHOENIX,  ARIZONA  85004 
PHONE  (602)  253-1161 


DAVE  NEAL 

SALES  & LEASING 


Medical 

Transcription 


MULLEN  MEDICAL  SERVICE,  INC. 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


COLLECTION  PROBLEMS? 

$1.50  per  account  including  postage  will  get 
your  delinquents  to  pay.  Statistical  data  ac- 
cumulated since  1967,  indicates  that  50%  of 
the  dollar  volume  you  are  now  turning  in  for 
collection  will  pay  with  American  Billing  Corp 
mailers.  Call:  265-4729  or  write  to  4014  N. 
7th  Street,  Phoenix,  AZ  85014. 
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FOR  LEASE 

Office  for  lease,  available  for  immediate  occu- 
pany.  825  Sq.  Ft.,  fully  decorated.  "Century 
Medical  Plaza,"  1701  W.  St.  Mary's  Road 
#171.  Call  624-5479. 


FOR  LEASE 

Office  Space  for  Lease  — 1411  E.  University 
Drive,  Mesa,  Arizona.  Contact:  M.  H.  Coutu, 
M.D.,  521  1 York  Road,  Helena,  Montana  59601 
Phone:  406-227-5954. 


FOR  LEASE 

Modern  Medical  Office,  950  Square  feet,  lo- 
cated just  three  minutes  from  Desert  Samaritan 
Hospital;  ample  parking.  Call  838-7225. 


SEEKING  LOCATION 

Board  Certified  Radiologists,  Arizona  License, 
seeks  opportunity  to  provide  part-time  or  tem- 
porary full-time  coverage  in  hospital  or  private 
practice.  Available  February  1976  in  Phoenix- 
Scottsdale  and  environs,  and  March  1976  in 
Tucson  and  environs.  Contact:  Milton  Dorfman- 
M.D.  at  his  office,  1617  N.  James  Street,  Rome, 
New  York  13440.  Phone  (315)  337-3660. 


SEEKING  LOCATION 

Active  70  year  old  board  certified  internist 
wishes  employment  during  January,  February, 
March.  Special  interests  are  Thyroid,  Diabetes 
and  Executive  Type  Examinations.  Contact: 
Nelson  Taylor,  M.D.,  722  Notre  Dame  Avenue, 
Grosse  Pointe,  Michigan  48230. 


BEAUTIFUL  3.5-ACRE  ESTATE 

In  the  heart  of  Phoenix.  14  rooms,  6 bedrooms, 
indoor  heated  swimming  pool,  shake  roof, 
sunken  living  room,  terrazzo  and  flagstone 
floors,  fireplace.  50  fruit  trees,  greenhouse, 
irrigation  for  leisure  watering,  5 refrigerated 
apartments,  plenty  of  room  to  add  tennis  court 
and  horse  facilities.  Zoning:  R-3.  Home-occupa- 
tion — ideal  for  doctor  office-residence.  Room 
for  50  apartments.  For  information  and  ap- 
pointment to  see  this  unusual  property,  contact 
original  owner-contractor.  Mr.  Presmyk,  934- 
2171. 


PHYSICIAN  WANTED 

Will  turn  over  all  ENT  to  Otolaryngologist  or 
all  of  non-headache  allergy  patients  to  allergist. 
E.  G.  Barnet,  M.D.,  550  W.  Thomas  Road, 
Phoenix,  AZ  85013. 


NEED  SPANISH  SPEAKING  MEDICAL  PEOPLE 

NORTHWEST  MEDICAL  PLAZA 
The  Dunbar  Co.,  Ltd. 

Agent 

(602)  264-7582 


-MESA- 

FOR  LEASE 

MEDICAL  OFFICES,  900  to  2600  Sq.  Ft.  5 blocks 
from  Mesa  Lutheran.  Starting  at  $450.00. 
Deluxe  Offices  prestige  area,  excellent  park- 
ing, long  or  short  term  leases  available. 

DRUG  STORE  OR  LAB,  ideally  situated  among 
(on  corner)  medical  and  dental  centers  near 
Mesa  Lutheran.  Great  for  small  drug  store  (900 
Sq.  Ft.),  Heading  aids,  eye  glasses,  labs,  etc. 
New  building,  good  plumbing,  owner  will 
partition  as  required.  Call  Jack  Jones,  834- 
8181  or  833-3999. 


LOCATION  AVAILABLE 

El  Paso,  Texas.  20  man  multi-specialty  group 
adjacent  to  a new  200  bed  hospital,  in  service 
area  of  400,000,  seeks  active  G.P.,  35-45 
years,  with  at  least  5 years  G.P.  experience,  to 
join  group  on  fee-for-service  basis,  with  event- 
ual possibility  of  ownership  participation. 
Emergency  room  and  industrial  referals,  com- 
plete modern  offices,  staffing  and  billing 
provided.  Warm  climate,  near  Mexico  & Taos 
Resort  area.  Contact:  T.  Shelton  Powers,  M.D., 
7000  Fannin  St.,  Houston,  Texas  77025. 


998  DECEMBER  1975  • XXXII  • 12  2 


ARIZONA 

MEDICINE 


INDEX  TO 
VOLUME  32 

JANUARY  1975  DECEMBER  1975 


JOURNAL  OF  ARIZONA  MEDICAL  ASSOCIATION  • MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


INDEX  TO  PAGES 


Pages 

Issue 

1-  74 

JANUARY 

75-  146 

FEBRUARY 

147-  244 

MARCH 

245-  382 

APRIL 

383-  456 

MAY 

457-  536 

JUNE 

537-  600 

JULY 

601-  680 

AUGUST 

681-  776 

SEPTEMBER 

777-  850 

OCTOBER 

851-  920 

NOVEMBER 

921-1004 

DECEMBER 

ARIZONA  MEDICINE  999 


AUTHOR  INDEX 


Agnew,  M.D.,  David  C.,  549 
Alberts,  M.D.,  David  S. 

Alden,  M.D.,  Neal  C.,t  346 
Alves,  M.D.,  D.J.,  15 
Angelchick,  M.D.,  Jean  Pierre,  794 
Anderson,  M.D.,  Robert  M.,  791 


Heine,  M.D.,  M.  Wayne,  339,  418 
Heusinkveld,  M.D.,  Ph.D.,  Robert  S.,  109 
Hofeldt,  M.D.,  Fred  D„  22,  422 
Holland,  M.D.,  O.  Roger,  893 
Houden,  R.N.,  Mary,  561 
Huestis,  M.D.  Douglas  W.,  569 


Barbee,  M.D.,  Robert,  329 

Benchimol,  M.D.,  Alberto,  265 

Bisla,  M.D.,  Ranjit  S.,  401 

Bjelland,  M.D.,  John  C.,  638,  730,  813,  885,  961 

Block,  M.D.,  Marshall  B„  22,  37,  111,  193, 

344,  487,  640,  727 
Blute,  M.D.,  FACP,  James  F„  320 
Bohnert,  M.D.,  William  W.,  484 
Boyden,  M.D.,  T.,  556 
Bressler,  M.D.,  Rubin,  702 
Briggs,  M.D.,  Robert  C.,  198 
Burrows,  M.D.,  Benjamin,  329 
Byrnes,  M.D.,  Vincent,  573 


Celnicker,  M.D.,  Ben,  723 
Claypool,  M.D.,  Harry  R.,  552 
Cohen,  M.D.,  Samuel  L.,  695 
Collier,  Ph.D.,  Herbert  L.,  175 
Collins,  M.D.,  M.P.H.,  Terence,  648 
Consroe,  Ph.D.,  Paul  F.,  475 
Crisp,  M.D.,  William  E.,  32 


Dandoy,  M.D.,  Suzanne,  490,  574,  642,  732, 
818,  890,  960 

Dean,  R.N., Judith  C.,  420 
Desser,  M.D.,  Kenneth  B.,  265 
De  Freitas,  M.D.,  Gabriel  F.,  317,  469 
Dombrowski,  R.N.,  Patricia  L.,  420 
Duffey,  M.D.,  FACP,  Paul  H.  724 


Evans,  M.D.  Palmer  C.,  97 
Ewy,  M.D.,  Gordon  A.,  791 


Fannin,  Paul  J.,  741 
Fike,  C.N.M.,  Juanita,  97 
Foster,  M.D.,  Coy  Z.,  964 
Freundlich,  M.D.,  Irwin  M.,  552,  638,  730, 
813,  885,  961 


Glow,  M.D.,  David  E.,  475 

Goldfarb,  M.D.,  Robert  P.,  109 

Goodman,  M.D.,  Daniel  H.,  91 

Gorrell,  M.D.,  R.  L.,  821 

Green,  M.D.,  John  R.,  29,  103,  180,  32,  415 

Griffith,  R.N.,  Katherine,  420 

Groves,  M.D.,  Bertron  M.,  791 


Habibzadeh,  M.D.,  Mohammad  A.,  273 
Hanss,  Jr.,  M.D.,  Joseph  W.,  634 
Harris,  M.D,,  Benjamin  K.,  281 
Hauler,  M.D.,  Ph.D.,  Brack  G.,  791 
Heileman,  M.D.,  John  P.,  487 


Ingram,  M.D.,  William  E.,  313 


Jackson,  William  H.,  281 
Jobes,  R.N.,  Margaret,  896 
Johnson,  M.D.,  Charles  L.,  94,  411 
Jones,  M.D.,  Stephen  E.,  635 
Jordan,  R.,  EEG.T.,  Laura,  549 


Kaplan,  M.D.,  Herbert,  280 
Kind,  M.D.,  Timothy  A.,  552 
Kennedy,  John  W.,  119,  219,  348,  434,  478,559, 
579,  632,  721,  747,  807,  829,  811,  894,  949,  978 
Kerrihard,  M.D.,  George  N.,  167 
Ketcherside,  M.D.,  Hillary  D.,  978f 
Knudson,  M.D.,  Ronald  J.,  329 
Krone,  M.D.,  Charles  L.,  167 


Labadie,  M.D.,  Enrique,  290 
Lastnick,  M.D.,  George,  19 
Lebowitz,  Ph.D.,  Michael  D.,  329 
Levagood,  M.D.,  Floyd,  94 
Lloyd,  M.D.,  Ricard  C.,  341 
Loffer,  M.D.,  Franklin  D.,  698 
Louis,  M.D.,  Herbert  J.,  401 
Lumsden,  II,  M.D.,  Robert  M.,  873 


Mao,  .D.,  Peter,  303 
Marcaccio,  J.  R.,  15 
Marcus,  M.D.,  Frank  I.,  791 
McGrath,  M.D.,  William  B.,  40,  114,  347, 
493,  575,  644,  820,  891,  963 
McMahon,  M.D.,  Leo  H.,  189 
Melick,  M.D.,  Dermont  W. 

Miller,  M.D.,  Robert  C.,  109,  189 
Moore,  M.D.,  William  J.,  44 
Morse,  M.D.,  James  O.,  329 
Mueller,  M.D.,  John  C.,  167 
Munhall,  M.D.,  Herbert  N.,  469 


Newman,  M.D.,  Alex,  171,  472,  865 
Nilsen,  M.D.,  Laurance,  B.,  487 


Odegaard,  Charles  E.,  45 


Parsons,  Jr.,  M.D.,  William  B.,  323 
Pent,  M.D.,  David,  698 

Pyle,  Howard,  739 
Bold  face  indicates  scientific  article. 


1000  DECEMBER  1 975  • XXXII  • 12 


t Deceased 


Randle,  Ph.D.,  Henry  W„  408 
Reed,  Kathy,  738 
Robbins,  M.D.,  Anthony 
Roper,  M.D.,  Philip  A.,  265 
Ross,  M.D.,  H.  Arlene,  281 
Rossman,  M.D.,  Kent  J.  484,  869 
Russell,  M.D.,  Keith  P.,  483 
Russell,  Jr.,  M.D.,  William,  187 


Taggart,  M.D.,  Charles  H.,  34 
Tenbrinck,  M.D.,  Margaret  S.,  620,  936 
Thomson,  M.D.,  Brendan,  D.,  798 
Trinca,  M.D.,  Carl.  702 


Vanselow,  M.D.,  Neal  A.,  30,  104,  185,  338, 
416,  482,  560,  633,  722,  808,  882,  950 


Salmon,  M.D.,  Sydney  E.,  108 

Saltzman,  M.D.,  David  A.,  167 

Sattenspiel,  M.D.,  Edward,  106 

Schamadan,  M.D.,  James  L.,  42,  196,  425 

Scheiber,  M.D.,  Stephen  C.,  933 

Schnur,  M.D.,  Leof 

Scott,  M.D.,  William  C.,  479 

Shen,  M.D.,  Sw.  W.,  556 

Stephens,  M.D.,  R.V.,  15 

Stern,  Larry,  975 

Stevens,  Audrey  D.,  f 52 

Sussman,  M.D.,  Marcy  L.,  171,  472,  865 


Waldmann,  M.D.,  Edward  B.,  613 
Walson,  M.D.,  Philip,  702 
Weinberger,  Casper,  W.,  117 
Weinrach,  Ph.D.,  M.D.,  Roy,  S.,  189,  299 
Wilson,  M.D.,  FACP,  Curtis  B„  283 
Wohl,  M.D.,  Richard  H„  794 
Woldoff,  M.D.,  Herbert  S.,  613 


Ziehm,  M.D.,  Donald  J.,  810,  884,  954 
Zisser,  M.D.,  Millard  H.,  957 


SUBJECT  INDEX 


Acidosis,  Metabolic:  Secondary  to  Acetazolamide 
Therapy  a Possible  Hazardous  Side  Effect  After 
Prolonged  Use  of  Acetazolamide  in  a Geriatric 
Patient,  19 

Admission  Procedure  in  the  College  of  Medicine,  560 
Adjuvant  Therapy,  Current  Status  of,  635 
Air  Quality  Monitoring  Van,  The,  818 
AMA  In  1975,  Representing  The  Profession — A Fact 
Sheet  on  the,  827 

Ambulatory  Care  Coding  System,  A New,  648 
Anatomy  at  Arizona  Medical  Center,  185 
1975  Annual  Meeting: 

Annual  Address  of  the  President,  479 
Golf  Prize  Winnter,  500 
Annual  Meeting  Highlights,  500 
84th  Annual  Meeting  Program,  201 
Pictorial  Highlights,  502 
Resume  of  the  House  of  Delegates,  508 
Winners  of  the  Arts  and  Crafts  Show,  501 
Woman’s  Auxiliary  Program,  214 
ARMA  Reports: 

Ad  Hoc  Committee  on  Data  Collection 
and  Analysis,  440 

Ad  Hoc  Committee  to  Repeal  PSRO,  223 
Arizona  Medical  Association  Foundation,  Inc., 

Board  of  Directors,  663,  756,  904 
Articles  of  Incorporation  and  Bylaws 
Committee,  129 

Board  of  Directors,  123,  356,  650,  749 
Executive  Committee,  122,  354,  440,  655,  659, 

757,  835,  903,  982 

Health  Manpower  Committee,  54,  832,  902,  980 
Finance  Committee,  223 

Maternal  and  Child  Health  Care,  Committee,  225, 
834,  980 

Medical  Education  Committee,  226 
Medical  Economics  Committee,  363,  896 
Legislative  Committee,  351 
Scientific  Assembly  Committee,  660 
Arivaca  Revisited,  579 
Arizona  Family  Planning  Council,  44 
f Deceased 


Arizona  Photos  1907,  646 
Arizona  State  Hospital,  732 
Arizona  State  Labortory,  42 

Artifical  Heart  Valve:  Instructions  for 
Patients,  Living  With  Your,  791 

ARMP — The  Summation,  938 
Australia  and  New  Zealand — The  Last 
Frontier,  198 
Avocation,  40 

Balkan  Adventure,  INTRAV,  432 
Blindness  With  Papillomacular  Rash,  Hearing 
Loss  and  Miningismus,  Acute  Reversible,  613 
Book  Review,  494,  586,  649,  733,  831,  896 
Bronchiectasis  in  Allergic  Aspergllosis 
Beap  Syndrome,  91 
Bureaucrats  in  Glass  Houses,  893 

Calcium  Metabolism,  Recent  Advance  In,  887 
Cancer,  Breast;  Demonstration  Project,  30 
Cancer,  Breast:  Progress  in  Adjuvant  Chemotherapy 
of  Early,  108 

Cancer  of  the  Breast,  Pathology  of,  303 
Cancer,  Combined  Radiation  Therapy  and  Surgery 
in  the  Advanced  Head  and  Neck,  869 
Cancer,  Current  Surgical  Management  of  Opeable 
Breast,  317 

Cancer  Therapy  and  Diagnosis,  Heat  and 
Radiation  in,  882 
Cancer  Quackery,  724 
Carcinoma  of  the  Breast,  Radiographic 
Diagnosis  of,  313 

Carcinoma,  Symposium  on  Breast,  299 
Carcinoma,  Ovarian,  Current  Concepts  in  the 
Management  of,  951 
Carcinoma  of  the  Prostrate,  484 
Carcinoma  of  the  Vocal  Cords,  The  Role  of 
Irradiation  in  the  Treatment  of,  811 


Bold  face  indicates  scientific  article. 


ARIZONA  MEDICINE  1001 


Certificate  of  Need  Program  for  Health  Care 
Institutions,  960 

Cervix  Radiotherapy  of  Cancer  of  the,  32 
Cervix,  Cancer  of  the  Uterine,  32 
Circus,  114 

Cleidocranial  Dysostosis  (CCD),  Radiology 
Case  No.  3,  814 

Clinical  Medicine  at  the  University  of  Arizona 
College  of  Medicine,  Preparation  for,  338 
Clinical  Pharmacology  Activities  of  the  College  of 
Medicine,  416 

Coccidioidomycosis,  Miliary,  408 
Colitis,  Clindamycin — Associated 
Pseudomembranous,  167 
Comparison  of  the  Drip  Infusion  and  Bolus 

Techniques  in  Excretory  Urography  as  a Routine 
Examination,  552 

Computer  Assisted  Instruction  in  Pharmacology  at 
the  University  of  Arizona,  633 
Contraception,  106 

C-Peptide  Measurements:  Clinical  Implications,  22 
Counseling  and  Advising  for  the  Medical 
Student,  722 

Convention  Miscellany,  738 

Dean's  Page,  30,  104,  185,  338,  416,  482,  560, 

633,  721,  808 

Death  Certificate  Diagnosis  as  Compared  to 
Autopsy  Findings,  Quality  of,  617 

Decision,  A Hallmark,  807 
Dental  Disease,  574 

“Desert  Potato”,  Clinical  Toxicology  of  the,  475 
Diabetes  Mellitus,  Potpouri:  Comments  on  the 
Spectrum  and  Natural  History  of,  422 
Digitalis,  on  the  Non-Cardiac  Toxicity  of,  320 
Ditch  Fever  in  the  Salt  River  Valley,  747 
Dislocation  of  the  Shoulder,  Posterior  Sub-Acromid 
Case  No.  5,  962 
Doctor,  The  “Sick”,  495 
Doctor,  The  Sick,  649 
Doctor — What  Should  I Eat?,  200 
Drug  Abuse  and  Alcoholism,  Education  for,  950 
Drug  Surveillance  Program  at  the  Arizona  Medical 
Center,  702 

Echocardiography,  Clinical  Applications  of,  264 
Echocardiography  in  the  Diagnosis  of 
Pericardial  Disorders,  273 
Editor-In-Chief,  Five  Years  As,  415 
Editor’s  Page,  29,  103,  180,  332,  415,  478,  559 
632,  722,  807,  881 

Endocrine  Abnormalities  Producing  Carbohydrate 
Intolerance,  573 

Endocrine  Assays  in  Obstetrics  and  Gynecology 
Part  I,  339 

Endocrine  Assays  for  the  Obstetrician  and 
Gynecologist,  Partll,  418 
Endoscopy  in  Obstetrics  and  Gynecology,  698 
Education,  Office  of  Medical,  482 
Enderitis  Enterolith  Causing  Intermittent 
Obstruction,  Regional,  94 

Bold  face  indicates 


Enrollment  Projections,  104 

Epilepsy,  Psychological  Aspects  of,  175 

Ethics,  The  Science  of  Moral  Conduct  and  Duty,  881 

Fetal  Monitoring  — Why  Bother?,  954 

Florence  Nightingale  . . . Mission  Impossible,  894 
Future  Meetings,  57,  131,  227,  365,  441,  519,  587, 
667,  764,  840,  906,  983 

Galactorrhea:  Clinical  Implications,  1 1 1 
Goats  of  Arizona,  219 
Granulocyte  Transfusions,  569 

Head  and  Spinal  Injuries,  The  Treatment  of  Patients 
with  the  Public  Interest  in,  739 

Heimlich  Maneuver,  The,  196 

Hemarthrosis  as  the  Presenting  Manifestations  of 
Myeloproliferative  Disease,  281 
Herion,  Medical  Complications  Following 
Intravenous,  798 
HEW  The  Big  Spender 

Housestaff  Section  to  ArMA,  Report  on  the,  964 
Humanities,  The  National  Endowment  of  the,  217 

Hutch  Diverticulum  Complicated  by  Postoperative 
Pelvic  hematoma,  Case  No.  4,  886 
Hyperlipidemia:  To  Treat  of  Not  to  Treat,  323 
Hypoglycemia:  Clinical  Implications  Part  II: 

Fasting  Hypoglycemia,  37 
Hypoglycemia,  A Grand  Rounds  Presentation,  556 
Hyponatremia:  A Syndrome  of  Multiple  Etiologies, 
957 

Immunization,  642 

Immunofluorescence  in  Differentiating  the  Immuno- 
pathogenesis  of  Renal  Disease,  283 
Implant  Resection,  Arthroplasty  in  Arthritis  of  the 
Upper  Extremity,  873 

In  Memorium,  220,  346,  978 

Indian  Health  Care:  A Real  Health  Care  Crisis,  741 
“Informed  Consent”,  For  Arizona  Physicians 
Basics  of,  426 

Interthochanteric  Fracture  of  the  Hip,  401 

Kidney  Stones:  Clinical  Problem,  727 

Letters  To  Editor,  54,  222,  438,  577,  831,  892,  978 
Litigation  and  the  Medical  Profession,  103 
Lung  Cancer,  189 

Malpractice  Cases  for  the  Last  Four  Months  of 
1974,  116 

Malpractice  Committee,  Your  State,  949 

Malpractice — A National  View,  117 
Malpractice  Insurance  Problems,  Medical  180 
Maple  Leaf  Notes,  632 

Mastectomy  with  Prosthetic  Reconstruction, 
Subcutaneous,  794 

scientific  article. 


1002 


DECEMBER  1975  • XXXII  • 12 


Medical  History  Quiz,  Arizona,  892 
Mental  Health  In  Territorial  Days,  Part  III,  119 
Mental  Health  In  Territorial  Days,  Part  IV,  348 
Mental  Health  In  Territorial  Days,  Part  V,  A More 
Euphonious  Name,  499 

Mental  Retardation  in  Arizona,  The  Attack  on  the 
Problems  of,  620 

Metastases  Revisited,  Management  of  Brain,  109 

Militancy:  The  Modern  Mode,  559 
Moving  On,  425 

Multiple  Endocrine  Adenomatosis:  (MEA),  Clinical 
Implications,  487 

National  Health  Insurance  to  Preventive  Programs, 
The  Threat  of,  965 

Navajo  Way:  As  Related  to  Pregnancy,  Childbearing, 
and  Childrearing,  The,  97 
Nerve  Fiber  Bundle  Defects  in  Demyelinating 
Disease,  549 

Neurological  and  Medical  Afflictions  Recorded  by 
Pre-Columbian  Mexican  Craftsmen,  290 
New  Medicine  for  an  Old  Discipline,  884 

No  One  is  Wiser  than  You,  963 

Oncology  Program  Project,  Medical,  808 
Oncology  Nurse  Clinician,  The  Medical,  420 
Omental  Transportation  for  Lymphedema,  469 
Osteogenic  Sarcoma,  Progress  in  the  Treatment  of,  341 
Ovarian  Teratoma,  Benign  Cystic  Right,  638 

Pain  Patient:  Victim  or  Villian:,  The  Chronic,  821 
Perinatal  Program,  ArMA  And  Arizona  Medical 
Center  Receive  $2.2  Million  For  Regional,  734 
Perinatal  Program,  Arizona  Regional,  810 
Physician  Program,  Arizona  Legislature,  438 
Puberty,  Coming  of  Age,  640 
Public  Health,  Perils  of,  434 

Public  Law  93-641,  National  Health  Planning  and 
Resources  Development  Act  of  1974,  332 

Pumonary  Emboli  and  Thrombi,  A New  Diagnostic 
Sign  of,  695 

Professions  Under  Pressure,  45 

Rape  Victim,  Another  Look  at  the  Care  of  the,  634 

Recertification,  Comments  About,  29 
Reminiscence,  820 

Renal  Pelvis,  Squamous  Metaplasia  of  the,  472 
Renal  Pseudocysts,  171 

Respiratory  Disorders  in  Tucson:  Preliminary 
Observations,  329 
Rheumatism,  Psychogenic,  280 
Rhythm,  347 


Safe?,  When  Were  We  Ever,  478 
(Scleroderma),  Progressive  Systemic  Sclerosis,  730 
Scope,  The,  187 
Self-Made  Man,  The,  493 
Sexuality  and  the  Retarded,  936 
Short  Stature:  “To  Grow  or  Not  to  Grow”,  815 
Sick  Physician,  A Comprehensive  Statewide 
Approach  to  the,  933 
Summer  Doldrums,  The,  721 
Surgery,  Unique  Reports  on  Pioneer,  52 
Stones,  the  Non-Surgical  Removal  of  Twelve 
Retained  Common  Duct:  With  a Dormia  Stone 
Basket  and  Reinsertable  “T”  Tube,  15 
St.  Mary’s  Arizona’s  First  Hospital,  975 

Thanksgiving,  891 

Therapeutics:  Recent  Suggestions  for  the  Treatment 
of  Hypothyroidism  and  Diabetes  Mellitus,  344 
Through  the  Looking  Glass,  561 
Thyroiditis:  A Pain  in  the  Neck?,  193 
Tracheostomy:  Emergency  or  Elective,  411 
Travelers  Insurance  Co.,  Professional  Liability 
Insurance  Application  Clarified,  496 
Truth  in  Packaging,  644 
Tuberculosis  Hospitalization  Program, 890 

Ureterocle,  863 

Vice-Advice,  575 

WIC  Program,  The,  490 

Woman  Be  Overlooked,  Let  No,  723 

Women,  The  “Primary”  Care  of,  483 


Bold  face  indicates  scientific  article. 


ARIZONA  MEDICINE 


1003 


Index  to  Advertisers 


Arizona  Laminating  993 

American  Billing  Corp 997 

Blue  Shield  924 

Burroughs  Wellcome 

Neosporin  Ointment  925 

Camelback  Hospital  994 

Camelback  Professional  Bldg 996 

Classified  997,  998 

Docttors  Central  Directory  997 

Eli  Lilly 

Keflex  932 

Endo  Laboratories 

Percodan  922 

HBA  Life  Insurance  927 

Hobby  Horse  Ranch  School 993 

Johnson-Bozzani 997 

Medical  Bookstore  993 

Medical  Business  Consultants  944 

Medical  Center  X-Ray  & Clinical  Labs  994 

Merk  Sharp  & Dohme 

Trival  990,  991,  992 


Mullen  Medical  Service 997 

National  Casualty  Co 931 

Pharmacy  Directory  997 

Pharmaceutical  Manuf.  Assoc 946,  947 


Pulmonary  Function  & Diagnostic  Service  . . . 996 
A.  H.  Robins 

Dimetapp  929 

Phenaphen  930 

Roche  Labs 

Valium Second  Cover,  921 

Librium  Third  Cover 

Librium Fourth  Cover 


Roerig  & Co. 

Antivert  948 

Roswell  Bookbinding  944 

Safari  Hotel 995 


Samaritan  Health  Service  993 

G.  D.  Searl 

Lomotil 944,  945 

Danny  T.  Sievert 

Insurance  997 


Smith  Kline  & French 


Dyazide  989 

United  Bank  928 

Valley  National  Bank  926 


10 


1004  DECEMBER  1975  • XXXII  • 12 


7 5 6 3 


315000 


'!/'>;■';>  <1; Ujf !■:)', lU;!:' -it’-' ,v  5 •■•  • .• 

■ 

^ iNfe  ^ 1v  fe 

- 

. 

j j ' - • i i ' ■ - ■ > . * ; • •.  • • 

:■■•■•-. • . .■ 

t . A . ' \ 1 , \ . V . y , i ’ ■ ■ ' , ■ / > • 1 >.  • r 

' 


■ 

■ , 

. : ' 

- 

jjfswtyv  '•!  V ..  ’■ . • ' , 


m mmw' 


